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Tuat Résslin, though not mentioning Muscio, was acquainted 
with his exposé of Soranos’ Obstetrics, we will refer to later; 
but we desire first, quite briefly, to show how and why the progress 
made by Soranos (we are thinking especially of podalic version) was 
of such slight importance and why all knowledge of it apparently 
was lost, and—after the lapse of many centuries—was rediscovered 


by Paré. 


The school represented by Soranos, the “ methodick,” was soon 
eclipsed by a name which shortly afterwards made a lasting mark in 
the history of medicine—Galen; and this man’s supremacy in the 
field of medicine was also felt in obstetrics—though not to the same 
degree. The fact of his influence in this case being quite insignifi- 
cant as compared with his influence on every branch of internal 
medicine, is due to his position in regard to surgery, with which, of 
course, practical midwifery was closely allied. In Rome it was not 
the custom of internal physicians to deal with surgical cases; and 
this, therefore, was the case when Galen established himself there. 
He himself bears witness thereto: “ Even I would have had to 
practice this branch of medical science if I had remained in Asia. 
But, as I mostly lived in Rome, I have followed the current custom 
and left this work to those who are called surgeons.“ 

As practical midwifery thus occupied a very modest place in 
Galen’s system, the position won by his antagonists, the Methodists, 


1. Methodi medendi, Lib, vi, Cap. 6 (edit. Kiihn). 
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in this branch of medicine was not advanced but was more and more 
forgotten, and the re-adoption of Soranos’ teachings, which we find 
in literature three and four centuries after his time, mostly bears 
other names than that of the originator. 

After the partition of the Roman Empire on the death of 
Theodosius (395 a.p.) the Orient became, as we know, the place where 
medicine still preserved its scientific character—not so much by 
virtue of the creative genius of its professors as by that zeal for 
compilation and analysis which was common to the Byzantine 
civilization and literature, especially from the 4th till the 7th 
century a.D. As a compiler of the first order we have Oreibasios, 
whose great collective work in Greek “Synagogai iatrikrai” was im- 
portant in so far that it—on many subjects of medical knowledge— 
preserved the connection with the ancient literature which, however, 
did not benefit obstetrics. As already stated, a couple of chapters on 
the Anatomy of the Uterus bear Soranos’ name, but as far as practical 
midwifery goes nothing is found. 

It is different in the case of the other chief representative of 
Byzantine compilers: Aétios from Amida (middle of 6th century) of 
whose “Tetrabiblion” no complete Greek edition as yet exists.1 
This, however, will probably be remedied in the future by the 
edition—now being prepared by the Academies of Berlin and 
Copenhagen—of a “‘ Corpus medicorum Graecorum.” The 16th book, 
dealing with Gynecology and Obstetrics, has—besides the Greek 
edition (Skévos Zervos, 1901)—been published in German on the 
initiative of Pagel to celebrate Virchow’s 80th birthday (Wegscheider, 
1901). As far as Soranos goes there is only a short chapter bearing 
his name on the symptoms of fecundity. But, of the most important 
obstetric chapters, the 22nd to the 24th, which deal with preter- 
natural labours, operative obstetrics and the treatment of the after- 
birth, the two latter, in the heading, point expressly to Philumenos 
as the author; and the latter has therefore received the credit for 
certain marked places in Aétios’ exposé of obstetrics especially 
with reference to podalic version. The German philologist, Max 
Wellmann, has placed the much disputed period at which Philumenos 
lived as the 3rd century (ca. 2504.p.), and he puts him among the 
compilers like the later Oreibasios and Aétios. That Wellmann is 
right in assuming that Aétios’ exposition of operative obstetrics in 
the last instance points towards Soranos, is readily seen by comparing 
these chapters in Aétios, as they are given by Smellie in his 
historical introduction to his treatise on midwifery (1752) and 


1. The only Greek edition existing appeared in the early part of the Renais- 
sance, namely, in 1534, at Venice, by Aldus Manutius, but it only embraces the 
first 8 books. The long-nourished hope of a complete Greek edition by the learned 


physician and philologist Weigel (d, 1845), who for years had been engaged on 
Aétios, was never realized, 
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later by Siebold, with Soranos’ description as found in his 
rediscovered work. In many ways it is a downright recapitulation 
of the latter, especially in regard to the technique of the 
operations, but, with less humane views in the case of embryotomy, 
inasmuch as Aétios recommends leaving the mother—when her case 
is hopeless—to her fate; just as also the treatment of the after-birth 
has less of the merciful character, which we find in Soranos, and re- 
turns to the ancient advice as to sneezing, purging, decoctions and 
fumigations. 

In reference to the scope of podalic version, Aétios has justly 
been named as the one who has considerably enlarged this in 
so far as he (perhaps more justly Philumenos) is said to have been 
the first to advise podalic version in the case of a head presentation. 
In the 23rd chapter “de foetus extractione ac exsectione, Philumeni ” 
is written that before resorting to embryotomy, if the head presents, 
turning and extraction by the feet should be attempted: “At si 
caput foetus locum obstruxerit, in pedes vertatur, atque ita edu- 
catur.” If it is too firmly wedged and cannot be brought down, the 
hooks are used. Such a plain direction as to podalic version in the 
case of head presentation does not occur in Soranos, who says, in the 
chapter on Embryulcia: “If the size of the child renders it impossible 
for it to follow the pull of the hand, the hooks are employed”; and 
in Muscio: “Si nullo modo manibus adduci possunt, etc.,” which 
certainly does not quite exclude the idea of podalic version, as sug- 
gested by Soranos, but still allows of another explanation. Such an 
unexpected, genial thought on the part of the compiler, Aétios— 
podalic version when the head presents,—hardly tallies, I think, 
with his discussion of the complication of labour with transverse, or 
oblique positions of the child, about which, correctly enough, the | 
expression “qui obliqui prodeunt” is used, but where he otherwise 
follows Soranos: “the position is not of the most undesirable, especi- 
ally in comparison with the situs duplicatus, and the best is if, in 
the case of transverse position, the fcetus’s side is in front,” as 
sufficient room is then available for the hand to get up and perform 
either cephalic or podalic version. It will be noticed that he men- 
tions also here cephalic version first, and it is therefore hard to 
understand his making a proposal as to podalic version in the case 
of a head presentation. To me it seems reasonable to put this passage 
in Aétios down to a misunderstanding on the part of the copyist. 

At any rate, Aétios was the last author who plainly mentioned 
podalic version, and with him the knowledge of this obstetric opera- 
tion disappears for a long time to come; a thousand years passed 
before—if we except scattered hints in medieval authors—Paré once 
more drew attention to it. The reasons for this are various. In 
connexion with this the last of the Byzantine compilers, Paulos 
Nginetes, played a not inconsiderable part. 
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Though the Armenian historian Abul-Faradsch (d. 1286) in his 
Syrian-Arabian universal history! has given evidence of Paulos’ 
special experience in Women’s diseases and of his claims as an 
instructor of midwives, and though his 6th book on surgery is 
valuable for the study of ancient Greek surgery, his importance is 
very slight as far as obstetrics are concerned. His description thereof 
(3rd and 6th book) is essentially a copy of Aétios (Philumenos) and 
therefore—ultimately—of Soranos, but compared with the latter 
possesses a defect fatal in its consequences inasmuch as a clear and 
undisputable recommendation as to podalic version is lacking. For 
the only place where any suggestion as to podalic version can be 
found in Paulos is when he says that where the foetus occupies an 
unnatural position this must be corrected to a natural one by lifting, 
pulling, bending, straightening—“ partim pellendo, partim ad- 
ducendo, partim flectendo, partim in rectum agendo.” This dubious 
recommendation to correct a preternatural position of the foetus, 
especially a transverse or oblique lie, must be considered but a poor 
substitute for the plain exposition of podalic version as described by 
Soranos. But, as it happened, the science of obstetrics, as presented 
by Paulos, became for long the guide and foundation of midwifery 
practice because it was transmitted to the Arabic literature. This 
had the unfortunate result that podalic version was abandoned, and 
the field of the mutilating operation was widened. Two centuries 
after Paulos his work was translated from Arabic by Honein Ibn 
Ishak, a Syrian Christian surgeon, who lived in the 9th century; and 
from this moment Paulos was quoted and commented on by the 
Arabs. His surgical teaching was adopted by them, and the same 
was the case with his obstetrics. Paulos became, for the Arabs, the 
authority in this science, and—what is more—in this manner for the 
whole of the long, christian, medizval period. 

It is a thankless task to peruse the extensive Arabic, medical 
literature as it appears in the works of its chief representatives, as 
every hope of finding therein (perhaps with the exception of 
Abulkasem) new points of view or progress is disappointed. The 
models are Hippokrates, Galen and Paulos. And this particularly 
applies to operative obstetrics where every trace of the Methodists’ 
humane doctrine is absent, where the podalic version is quite un- 
known, and where therefore the mutilating operations have obtained 
an awful predominance. In Ali-Ben Abbas’ (d. 994) “ Royal Book” 
(“el Malaki,” Venet, 1492) the treatment advised in the case of a 
transverse position is mutilation pure and simple; in Avicenna’s 
“El Kanun” (Mediolani, 1473) cephalic version is the only choice 
given, even in the case of footling presentation. Only Abulkasem 
shows in a couple of instances an understanding of the footling 


1. Latin translation 1663 by the English Orientalist, Pococki of Oxford. 
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presentation which contrasts strongly with that of earlier Arabic 
writers. It is true that he places the necessity and desirability of 
head presentation foremost, and his short prescription in the case of 
transverse position “tune trudas foetum introrsum donec ponatur ita 
ut oportet”’ can, I suppose, hardly be explained otherwise than as 
meaning cephalic version. But the section on extraction of the dead 
foetus (when a footling presentation) states: “ Facilis erit extractio 
eius et directio ad matricis orificium,” and in describing the various 
positions of the foetus he makes the observation that, when the legs 
have appeared “ usque ad coxas” the mother shall—by sneezing—be 
made to strain, “egredietur enim, si Deus voluerit”; in other words 
in opposition to Avicenna an undoubted understanding of the possi- 
bility of the spontaneous termination of labour with the feet pre- 
senting. How great a part this played in Abulkasem’s Obstetrics is 
hard to say, and in any event it does not appear to have had much 
influence in later times at any rate in so far as the Arabian authori- 
ties were concerned. Only in scattered notes and often in veiled 
form, do we find in medieval authors up to the time of Résslin, 
indications of a knowledge of podalic version in transverse positions ; 
and as the first among these Franz of Piemont (d. 1320?) must be 
named. In the “Opera divi Johannis Mesue cum complemento et 
additionibus” (Venet. 1479) his rule in footling presentations is to 
attempt cephalic version, but if unsuccessful to extract by the feet; 
and then follows—act in like manner if the fcetus lies in a transverse 
position (“et similiter ingeniandum est, si super latus ipsum egredi 
contingat ”’); that is: try first turning by the head, if this fails seize 
the feet and extract by them—advice as to podalic version in transverse 
lies, I take it, which curiously enough is neither remarked on by 
Siebold, nor by F. v. Herff in a special article on Fr.of Piemont,?and . 
therefore has not been mentioned in later handbooks on obstetrics, 
nor has the nearly literal copy of this chapter found in Michael 
Savonarola (Padua) a century later in his “ Practica major” pub- 
lished for the first time in Florence 1478. 

Fr. of Piemont’s contemporary, Arnauld de Villeneuve, was 
thought by K. Schréder to be the first writer of medieval times who 
appeared to possess a knowledge of podalic version. He mentions in 
his work “Breviarium practicae Medicinae” (Venet., 1497), in 
Chapter iv on difficult labour, clearly enough that footling presenta- 
tions are natural as well as head presentations, all others on the 


1. There appears to be disagreement between the several editions. The text to 
which reference is made here is Strassb, Ed. 1532. In Channing’s Ed. (Oxon. 1778) 
the above mentioned passage does not occur, whereas it is yet more evident in the 
short extract of Abulkasem’s Obstetrics contained in Spach’s “Gyneciorum,” Strassb. 
1597, in which is said, after having recommended sneezing, “saepe enim sic, auxilio 
Dei, vidimus evasisse incolumnes et matrem et foetum.” 

2. F. v. Herff, Die Gynakol d. Fr. v. Piemont, Inaug. Abhandl. Giessen, 1843. 
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contrary are “contra naturam ”; and in the latter cases the midwife 
should correct the position in one of two ways: either by bringing 
the head or feet to be foremost. One may possibly be justified by 
this observation in finding an indication of podalic version in the 
case of transverse positions. It is hardly as clear as that of Fr. of 
Piemont’s, however; but if de Renzi is right when he claims that 
“ Breviarium ” is not written by A. de Villeneuve at all but by a 
contemporary Neapolitan of the same name (which however has re- 
cently been absolutely denied by Pansier, 1Avignon) his claim would 
become still more dubious. At any rate it had hardly any special 
significance with regard to the readoption of podalic version in 
practical obstetrics. 

Though he has not been mentioned in that connection by Siebold, 
Fasbender, and others, Nicolo Falcucci (physician in Florence, 
d. 1411) is probably the medieval writer who most clearly suggests 
podalic version in cases of transverse position. Falcucci’s work 
‘““Sermones medicinales vii” (Pavia 1484) was one of the most 
voluminous compendia of medieval times, four volumes covering the 
whole of medicine. Though Haller remarks about him, that he 
describes much from “ personal experience,” the size of the book 
evidently frightened him, for he says? : “It is so big and dull a 
compilation that I never managed to get through it; it might perhaps 
be worth while if a physician with plenty of time on his hands were 
to sift out the few golden grains said to be contained therein.” If 
Falcucci’s mention of a Cesarean operation with a happy result 
should be one of “golden grains” then Siebold has already shown 
that this is based on a misunderstanding. Falcucci only refers to 
the case of suppurating extra-uterine pregnancy which Abulkasem 
cured by incision at the navel and extraction of the bones of the 
foetus. But in Sermo vii, where obstetrics proper occupies its natural 
place in the section “de Cyrurgia” we find (Chap. xlvi) a valuable 
and, as far as can be seen, a hitherto unnoticed observation. After 
remarking that the extraction is easy if the child appears with the 
feet foremost there follows: “ but if the child lies transverse then it 
must, if possible, be put straight and extracted by the feet or head. 
If this be impossible then it must be cut to pieces and extracted.” 
Thus, contrary to Fr. of Piemont’s suggestion as to podalic 
version, which was made a century earlier, this in Falcucci’s case is 
mentioned even prominently. True it is only with reference to the 
dead child; but considering that the diagnosis of the death of the 
foetus was very uncertain, and that the attempt at version is put so 
decidedly before mutilation of the foetus in transverse or oblique 
positions one is not wrong perhaps in supposing that the operation 
also might be attempted with a living child. 


1. Janus, 1904. 
2. Bibl. chirurgica, T, I, 1774. 
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While F. Michael Savonarola (d. 1466) is pointed out by medical 
historians generally and by Siebold in particular, as one of the 
medizval writers who deals extensively with obstetrics, nobody—as 
far as I am aware—has called attention to the above-mentioned 
circumstance, that the section of Savonarola’s which probably is of 
the greatest interest, z.e., the treatment of preternatural labours, or 
all others than head presentations, is a copy pure and simple of 
Franz of Piemont, a literal repetition of the latter’s advice as to the 
cephalic version, and then if this fails, extraction by the feet, rules 
which consequently also apply to the transverse position. For he 
says equally with Fr. of Piemont, “et similiter ingeniandum est, si 
super latus egredi contingat.” If Savonarola therefore has some 
claim to having preserved the tradition as to podalic version, it is 
only as a plagiarist; the priority does not belong to him among the 
medieval authors. 

Another proof that such a tradition existed in the minds of 
medieval writers, though without being emphatically expressed by 
them, is furnished by Antonio Benevieni, a surgeon practising from 
1470 in Florence, who, in a work published (1507) by his brother 
after his death (1501), describes a transverse position with still-born 
child, which was extracted by the crotchet because neither cephalic 
version, nor, as expressly stated, podalic version, was feasible: 
“quum ita transversus foetus jaceret, ut ne manu quidem intra 
vulvam injecta dirigi in caput aut in pedes posset.” 


Though Eucharius Résslin’s book “ Der Swangern frawen und 
Hebammen Rosegarten,” published in Worms in 15138, has been con- 
sidered as a landmark in obstetric history by medical historians, 
especially by Siebold, it is hardly possible to attach quite so much 
importance to it from certain points of view. The reason of the view 
taken by Siebold is probably that Résslin’s was the first printed book 
which dealt exclusively with midwifery, a subject which, throughout 
medizval times, had only been treated as a section of latin surgical 
works; but strictly speaking the “ Rosegarten ” cannot even lay claim 
to this distinction. Among the earliest writers (after the discovering 
of printing) on surgical subjects is mentioned Ortollf of Bavaria, 
whose work “Arzneybuch ” was one of the earliest German printed 
books (1477). In this book midwifery is not mentioned, but in 
Panzer’s Annalen (1778) which embraces the time from the dis- 
covering of printing to 1520, Panzer describes from his own copy a 
small but exclusively obstetrical work by Ortollf, without date or 
name of printer, in the following manner: The book has no proper 
title, but above a wood-cut representing a surgeon (the author?) 
standing beside a woman is written: “ Dies biechlein sagt wie sich 
die Schwangeren frawen halten sullen vor der gepurt, in der gepurt 
und nach der gepurt.” Below the picture follows: “Ich Ortollf 


80 Journal of Obstetrics and Gynecology 


doctor in der ertzney von fleissiger gebete willen bin ich gebeten 
worden von erbaren frawen, dasz ich inen geschriben war geben eine 
kurze lere als wenn die schwangeren frawen sind nachnen der gepurt 
wye sy sich darinnen hallten sollen und auch die hefamme zu der 
frawen vindest du hienach in diesem biichlin geschriben.” On the 
following page the instructions begin and end on the 6th; the last 
page is blank. 

This little obstetrical work is not mentioned by Siebold or 
Fasbender, nor by Haeser and Choulant. It seems also, judging by 
its appearance, to be a model for, or a predecessor of, Résslin’s book, 
and has priority, strictly speaking, as the earliest printed, exclusively 
obstetrical work, a priority which hitherto had been ascribed to the 
“ Rosegarten ” and to a certain extent justly so, as Ortollf’s little 
piece had no importance whatever, as far as the future was concerned. 

With regard to the curious title of Résslin’s book one must re- 
member that Germany, from very early times, was fertile in popular 
text-books of a medical, botanical and pharmacological character. 
The earliest of these was “ Herbarius Moguntinus,” the first herb- 
book for people of small means which was published in Mainz in 
1484 and is based on Serapion, Avicenna, Platearius, Alb. Magnus 
and others. Nearly contemporaneously with it and likewise at 
Mainz, ‘“(H)Ortus sanitatis” appeared (a smaller and a larger 
edition) together with numerous translations, “Gart der Gesundheit,” 
many editions of which are among the oldest monuments of the art 
of printing. But the name Résslin also contributed towards the 
further distribution of these popular botanical text-books in so far 
that the bookseller, Chr. Egenolff, published the old German “ Gart 
der Gesundheit” in Franckfurt in 1533, newly revised by the City 
Physician Résslin, a son of Eucharius, under the title of “ Kreuter- 
buch von allem Erdgewiichs, etc.,” and furnished it with an astonish- 
ing number of wood-cuts, which were constantly added to in the 
numerous editions which continued to appear; for Egenollf was an 
intelligent and shrewd business man who did not stint things when 
dealing with an article that commanded a good sale, for this class of 
book happened to appeal to the public as well as to the apothecaries, 
herb collectors, quacks and distillers of the day. 

It is possible that Résslin made use of these popular text- 
books in his choice of title, though Choulant connects it only with 
the name of the author—Résslin. 

The rather scanty biographical information available in con- 
nexion with Résslin was, a couple of years after Siebold’s second 
edition of his work, revised by Dr. Stricker in an article in “Janus,” 
1847. From documents in the town archives of Franckfurt it is 
proved that for a long time father and son were often mistaken for 
one another owing to their having the same christian name. In 1517 
Euchar. Résslin, senior, is mentioned as on the list of surgeons at 
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Fig. 20. Dedicatory picture in the 
‘‘Rosegarten,’’ 15138. 
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Fig. 21. Title page in the ‘‘Rosegarten,”’ 
1513. 
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Franckfurt, and he died in 1526, not 1554, as Siebold says, which 
is the date of the son’s death; a mistake which might have been 
avoided, for the first latin edition (1532) of Résslin’s book begins 
with a preface by Chr. Egenollf to the son (Résslin) which chiefly 
consists of praise of the father “cui bene sit in domino.” The son 
mentions, in his application for the position of municipal physician 
on the death of his father, that he has been taught by him and has 
studied in Kélln, Freiburg and Leipzig. He is the author of the 
above mentioned “ Kreuterbuch” (1533), which also has been 
erroneously ascribed to Résslin, senior, and which, as said, appeared 
in a great number of editions. 

About Résslin, senior, one only knows that previous to his 
becoming city physician of Franckfurt he had been a doctor in 
Worms (where, according to Baas, a street was lately named after 
him). In the latter place the book was written, for after the dedica- 
tion is found: “datum zu Wurms uff den xx tag des monats Hornung 
(i.e., Febr.) im iar als man zalt von der Geburt Christi funfzehn 
kundert und dreyzelin,” but it was undoubtedly printed in Strass- 
burg (about which more later), as was the case with the next edition 
of 1522, which gives Strassburg as the place of printing. 

Eucharius Résslin was no doubt famous as an able obstetrician, as 
the book was published owing to the encouragement of the great 
Lady : “die durchliichtige und hochgeborne fiirstinn fraw Katherina, 
geborn von 3achsen, Hertzoginn zu Brunstzwigk und Liineburg, 
meine gnedigste fraw” (Sigmund of Austria’s widow and later 
married to Erik I, Duke of Brunswick and Liineburg, died in 1524 
in Géttingen), to whom the book was dedicated. The dedicatory 
picture (Fig. 20), which is adorned (above) with the arms of Saxony 
and Brunswick, shows the presentation of the book to the princess . 
- attended by two ladies in waiting. The reason of its publication was 
the miserable state of midwifery then obtaining, as Résslin expresses 
in an introductory poem of many verses in which the midwives are 
directly accused of murder. 

As stated, it was published in 1513. The Emperor Maximilian’s 
copyright for 6 years is dated K6lln, 24th September, 1513. It has 
been proved that this first edition is not of uniform character but 
varies as to illustrations and ornaments. In the Danish Royal 
Library there are two copies, without mention of place and year of 
printing (both described by Siebold). In one of these below the 
title: “Der Swangern frawen und Hebammen Rosegarten” stand 
two women in old-German dresses, one with a child in swaddling 
clothes in her arms, the other with a branch of a rose tree in her 
right hand, whilst her left holds the hand of a child also with a 
rose. The scene is a rose garden (Fig. 21). Thereafter follow the 
copyright, the presentation picture, the dedication, poem and pre- 
face. In the other copy the two women in the rose garden are absent, 
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but the title is surrounded by ornaments: above and below boys with 
Acanthus branches and below the Hagenau printer, Heinricus 
Gran’s mark (Fig. 22). At the head of the ivth chapter is the 
well-known picture of the birth-room (Fig. 23) which is absent in 
the other copy. 

That the book was not printed in Cologne, as Choulant imagines, 
is pretty well certain with regard to the second copy, with reference 
to the first, however, one may suppose either Hagenau, or perhaps 
more probably Strassburg, as the place of printing; for there is a 
third variant of the earliest edition in which place and year of 
printing are given. In Schwindel’s “Thesaurus bibliothecal.,” 
Norimb. 1739, iii vol., p. 118, the book is entered with a note at the 
end: “Argentine Martinus Flach, jun., impressit dominica letare, 
Anno 1513 (Laetare, i.e, 4th Sunday in Lent), and in his bio- 
bibliographical description of E. Résslin, senior,! F. W. E. Roth 
(Wiesbaden) refers to several such copies found in some German 
libraries (Strassburg, Erlangen, Worms); the said edition is likewise 
described (in notes to the French translation of Siebold), by Hergott, 
who obtained it through Stoltz of Nancy. The revisor is Johan 
Adelphus (who in the same year, 1513, published Mondino’s Anatomi 
at Basel); and in the “ approbation ” he recommends its being kept 
in a secret place in order that “the treasure shall not fall into the 
hands of unworthy persons and pearls thus be cast before swine.” 
As regards illustrations it has (according to Roth and Hergott) the 
presentation- and birth-room pictures—which latter occurs twice—in 
common with the two above mentioned editions, the rose garden is 
lacking, but around the title are decorations: on the side attributes 
of war such as helmet, shield, and sword, underneath children at 
play. With reference to the first mentioned edition the place of 
printing thus still appears to be uncertain. Roth also attributes it to 
Gran of Hagenau, but the latter’s printing mark is nowhere to be 
seen, at least not in the copy we have. Of the large wood-cuts the 
presentation picture is common to all the three earliest editions and 
for two of them that of the birth-room, being cut from the same plate 
(Roth thinks they were obtained by Gran from Flach of Strassburg). 
Also from an artistic point of view these pictures are of some value. 
It is not certain, however, who the artist was. Roth names—without 
assigning any reason—Erhard Schén from Niirnberg, a pupil of 
Albr. Diirer. But below the Presentation picture the monogram 
M.C. is found, and G. K. Nagler? maintains that Conrad Merckel 
(or Merklin, d. 1526) is the artist; he was a painter from Ulm and a 
friend of Diirer’s, but it is pointed out that the wood-cuts more 
resemble those of the Alsatian school. In favour of Schén—as the 


1. Centralblatt fiir Bibliothekswesen, 13 vol., 1896. 
2. Die Monogrammisten, Munich, 1871, iv vol. 
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artist—it might be noted that he illustrated the edition of the cele- 
brated prayer book “ Hortulus animae” which happened to be 
published by Mart. Flach about 1512 to 15138. 


During Résslin’s lifetime the 1522 edition was published by 
Flach of Strassburg with a new presentation picture where the 
author is seen handing the book to the Princess seated on the throne 
and surrounded by the ladies in waiting. This edition we do not 
possess, but through the courtesy of the University Library of 
Géttingen I am able to reproduce the title picture (Fig. 24). Roth 
further mentions an edition by Steyner, Augsburg 1524, and another 
from Strassburg of the same year. 


Of the editions published after Résslin’s death in 1526 our Royal 
Library possesses those of 1528-29: “ gedriickt und vollendet in der 
keyserlichen statt Augspurg, durch Heinrich Steyner.” The latter is 
mentioned neither by Siebold nor Choulant, but by Roth, together 
with yet two others from that year, Strassburg and Erfurt. In the 
1528 edition there is neither presentation nor birth-room picture, but 
an interior of a lying-in-room (Fig. 25) as in the 1529 edition, but 
the latter has the birth-room picture on the back of the page. 
Common to all of these editions are 20 smaller wood-cuts, among 
them illustrations of a birth chair and a freak “which was born 1510 
in the county of Werdenburg’” (twins connected at the chest). Of 
the remaining 18, which reproduce the various positions of the foetus 
in utero, two are “doubles,” so that there are 16 altogether of these, 
the same number therefore which is found in most of the illustrated 
Muscio manuscripts. 

Further new German editions appeared (Roth mentions 3 more 
to 1541) and the book then appears under an altered title as for 
instance “‘ Hebammen-biichlein ” (by A. Lonicerus, 1561), which was 
republished for the 8th time as late as 1608. That it was considered 
a good book even for laymen is proved by its having been adopted by 
popular text-books. Thus our Royal Library has an “ Ehestands- 
Artzneybuch,” Franckf, 1549, which, besides “ Rosegarten” as an 
appendix contains Alb. Magnus’ “Heymlichkeiten,” Lud. Bonaciolus’ 
“Sorgliche Zufellen der Schwangern,” and John Cuba’s (Franckf. 
town-surgeon) “Frauen Artzney,” a collection which, as a sensible 
guide for laymen, perhaps was of doubtful value. This “ Ehestands 
Artzneybuch” was issued for the first time in 1526 by Résslin, jun. 
(Roth mentions the publication of 7 other editions up to 1557.) 


Asa proof of how entirely the “Rosegarten” seems to have satisfied 
the demands of that time, we have but to look at the many transla- 
tions and revisions thereof. The first translation is without doubt 
the Dutch “ Roseghaert van den bevruckten vrouwen” by the printer 
Thomas van der Noot, which appeared in 1516 (as “Unicum” 
in the University Library of Ghent). It does not seem to have been 
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known or mentioned till Daniéls and Moes in a reply! to Roth’s 
above-mentioned article drew attention to it and, in correcting Roth’s 
quotation of only 2 Dutch editions (1559 and 1667), account for no 
less than 28(!) translations of “ Rosegarten” into Dutch, the last 
dating from 1742. Closest to the Dutch, in chronological order, 
probably comes a Czek translation of 1519, which Prof. Schénberg 
discovered in Prague and described in his valuable work.? 

He assigned to it its proper place, for it does not bear Résslin’s 
name and was consequently considered to be an original work by the 
translator, a professor at the University of Prague called Claudian. 
But it is an almost literal copy of Résslin. Similar mistakes occurred 
in the case of the English translation. It is true that “Jonas” in his 
dedication “unto the Queen” mentions that the work “de partu 
hominis” from which in 1540 he translated “The Byrth of Man- 
kynde,” was compiled by a famous “doctor in Physick” called 
Eucharius, “which he wrote in his own mother tongue, that is, being 
a German, in the German speech”—but Raynald’s amended edition, 
of 1545, of Jonas’ translation does not mention Résslin’s German but 
Rhodion’s Latin Work. Smellie, who does not mention Jonas’ name, 
and puts Raynald’s edition as being of 1565, remarks in his note 
(Introduction, p. xiv) that Raynald’s original work was written in 
High Dutch in the first instance, but calls the author Euchar. 
Rhodion; and Denman does not know Jonas but mentions Raynald 
as the author of the 1540 edition of the “ Byrth of Mankynde.” 


The earliest French translation (by Paul Bienais) dates from 
1536; after that there were numerous later ones right up to 1602; 
likewise Italian ones, all from the Latin texts. 

These Latin translations were, as already stated, carried out by 
the bookseller Chr. Egenolff of Franckfurt, who—as he says in the 
preface to the first edition in 1532—“ in honour of father and son 
caused the book to be translated by a learned friend,” who was not a 
physician as the work “a sua professione valde erat alienum.” Jonas 
is therefore not right, when he says in the dedication that it was 
“another honest clerk who, at the request and desire of his friend 
Eucharius, transposed it into Latin ”; for at that time Euch. Résslin 
was dead! In not less than 11 editions (according to Roth) until 
1563 the book appeared from Egenolff’s House, but in the Latin 
dress, book and author change title and name namely: “de partu 
hominis et quae circa ipsum accidunt, Libellus D. Eucharii Rhodionis 
Medici”; and in illustrations and partly in contents they begin to 
diverge from the original. With the exception of the 1554 edition 
which as its title picture has the lying-in-room from the Augsburg 
edition of 1528 of the German book, the large woodcuts are absent 


1. Centralbl. f, Bibliothekswesen, 16 vol., 1899, 
2. The treatment of the transverse position, Christiania, 1875. 
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Fig. 28. Danish translation of the ‘‘Rosegarten’’ (manuscr. 16th 
century). 
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and new figures are added ; thus in the 1551 edition 4 woodcuts whicu 
show the egg-membranes and placenta and are taken from Vesalius’ 
Anatomy of 1543, likewise the descriptive text. In the 1554 edition 
six amusing pictures are found in Chap. x illustrating the care of 
children, bathing, swaddling, nursing, practising in the baby’s 
walking chair, etc. (Figs. 26-27). 

Considering, therefore, how the book became widely known 

throughout Europe in a relatively short space of time, it was reason- 

able to suppose that it also left its traces in my own country. There 
is, of course, no printed Danish translation, but in the Royal 
Library’s collection of manuscripts I have met with a Danish trans- 
lation of the “ Rosegarten.” In the old Royal collection under 
numbers 3487, 8 is found: “A medical historical collection from the 
end of the 15th or beginning of the 16th century” (Catalogue of 
manuscripts), in which—besides other articles in Low German, 
Danish, and Latin—is a nearly complete Danish translation of the 
“ Rosegarten ” (only the dedication and the introductory poem are 
left out and Résslin’s name is nowhere to be found); the illustrations 
of the foetus, the birth-chair, the birth-room are reproduced and 
excellently copied. In Fig. 28 is found a facsimile of one page of 
the manuscript. 

If the many editions and translations were an expression of the 
success of the book it might perhaps be expected that, with regard to 
its contents, it really did represent a marked advance in the science 
of midwifery. But, as already mentioned, one is, in that respect, 
somewhat disappointed; and this is natural enough seeing that the 
sources quoted by Résslin are chiefly Avicenna and Albertus Magnus. 

In the 2nd chapter of the book, where he discusses natural birth, 
the position of the foetus during pregnancy is described thus: that it, _ 
rolled up in the shape of a ball, sits with the face turned towards the 
mother’s back; shortly before the birth it turns about and issues with 
the face turned upwards “gegen den hymeln oder gegen den nabel 
seiner mutter.” And in support of this view—which assuredly does 
not show any great personal experience of a normal birth case—he 
quotes Alb. Magnus. Even at this early stage Résslin was criticised 
by a colleague, who had no great reputation as an experienced 
observer or as an obstetrical author, namely the Dominican monk 
Scipione Mercurio, who in his treatise on midwifery “ La commare ” 
(first edit. Venet. 1595) refers to what he saw in Bologna in 1578 
through sections by Arantius: that the foetus takes up the breech 
position with the face turned forwards—not the reverse as Rueff has 
drawn it, “but Rueff has never seen an anatomy and only copied 
Résslin,” for the child is born with the face turned towards the earth. 

With regard to the other positions of the fetus Résslin follows— 
where the footling presentation is concerned—Avicenna and calls it 
a preternatural labour if the child issues feet foremost and with the 
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arms along the sides. Yet he does not look upon this case with 
particular anxiety and places it near a natural labour with a head 
presentation, but if the arms are not alongside the body but above 
the head he considers the case to be of a more serious nature and it is 
classed with other preternatural cases where side, back, or breech 
present. 

In the ivth chapter : “wie man yrin hertter geburt zu hilf kommen 
soll” we find the 16 positions of the foetus and the drawing of the 
birth-chair (Fig. 29), the latter in close agreement with Soranos’ 
description. Whether or not one is justified in referring to the book 
of Moses (vide the famous passage in Exodus i, 16) as proof of its” 
great antiquity, the birth-chair certainly dates back to a period 
centuries before our era. From the earliest Christian centuries, 
from Soranos’ and Galen’s time, it can be traced in Aétios, Paulos 
Aeginetes, through the Arabs (Avicenna) up to the medieval times. 
Its use was enforced in the first instructions to midwives issued by the 
State, namely in the Emperor Charles V’s “ Carolina,” issued by the 
Reichstag of Regensburg, 1532. Engelmann! is therefore hardly 
right in his supposition that Savonarola was the pioneer to whom the 
introduction into Germany of the birth-chair is due. In Savonarola’s 
“Practica,” 1559, a birth-seat, used by Greek women, is described 
and illustrated, a primitive kind of bench or form of which he speaks 
approvingly “though it is not in common use.” In the curious 
tandem arrangement (see Fig. 30) the mother supports her back on a 
cushion, which the woman behind is holding, while the one further 
back still serves as support for the one in the middle.? Ploss* rejects 
Engelmann’s view and states that Savonarola wrote in 1547 (?) and 
Résslin in 1513, but this is not the case, as Savonarola’s first edition 
of “Practica de egritud. a capite usque ad pedes” dates from 1478 
(Florence) and 5 further editions are known to have been published 
before 1500 a.p. It is therefore of interest to learn whether illustra- 
tions of the “ birth-bench ” existed in these early editions. In Copen- 
hagen none are found; and through the kind assistance of Prof. J. 
Pagel of Berlin, I have ascertained that in the two Incunabula there 
(Pavia 1486, and Venetia 1497), no illustrations occur; possibly, 
therefore, it appeared only in the 1559 edition. 

The question as to the priority of Résslin’s 16 illustrations of the 
foetus has also been a matter of dispute. I shall not enter into the 
doubtful question as to whether Albertus Magnus is the author of 
“ De secretis mulierum ” or his pupil Henry of Saxony or Thomas de 


1. La pratique des accouchements chez les peuples primit, éd. franc., augm. par 
P. Rodet, Paris, 1886, p. 186. 

2. According to the French traveller Sonnini (Voyage en Grece et en Turquie, 
Paris, 1801, T. ii, p, 112) a reminiscence of this curious birth-seat appears to have 
been preserved for a long time in Greece. 

3. Das Weib etc., 1883, ii, p. 236. 
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Cantimbré (Th. Brabantinus), but this much is certain, I take it, 
that this little book continued to be published, besides in Latin, in 
every language (with varying titles), after the appearance of 
Résslin’s and many other special, obstetrical works, up to 1738,’ a 
space of time from the date of the death of the supposed authors 
of nearly five centuries. At the same time nothing essential was in 
reality left of the original, though poor, kernel, but the signboard— 
Albertus Magnus’ name—was retained for compilations and mere 
copies of other books and notably Résslin’s and Jacob Rueff’s, which 
were thus robbed of both text and illustrations. The latter fact has 
given rise to some curious misunderstandings in as far as Albertus 
Magnus has got the credit of having preserved the traditions as to 
Soranos’ and Moschion’s midwifery, and—as far as the illustrations 
go—of having served as a model for Résslin, Rueff, and even for 
Paré and Guillemeau. 

For instance, in a dissertation by C. Stammler? introducing a 
long series of similar works from Giessen by Rietgen’s pupils (under 
his presidium) in which, by the way, the especially operative part of 
the Obstetrics in “Secreta mulierum” is ascribed to Thom. 
Brabantinus. The statement as to Albertus Magnus is based on an 
edition? which, in chapter iv: “Wie die Hebammen die geburten 
natiirlich oder unnatiirlich auszfiihren sollen” is an absolute copy of 
Résslin’s book of 1513 both as regards text and illustrations of the 
woman’s stool and pictures of the fetus. Furthermore, H. W. Busch 
(1828), Professor at Marburg, had earlier * attached great importance 
to the Dominican monk. Making use of a later edition’ he quotes 
Résslin as having copied Albertus Magnus’ pictures of the positions 
of foetus as well as the advice as to treatment. And as Résslin’s 
illustrations and text reappear in numerous authors all of this should 
ultimately point towards Albertus Magnus. 

In the face of this remarkable statement, which would do away 
with the general opinion that Résslin in 1513 edited the earliest 
printed specifically obstetrical book with illustrations, it becomes 
incumbent on us to prove whether or not printed editions by Albertus 
Magnus existed before 1513 with illustrations and text corresponding 
to those of Résslin. 


1. Les admirables secrets d’Albert le grand, Lyon. 


2. Geschichte d. Forschungen tiber d. Geburtsmechanism. von d. erst. Zeit bis z. 
Mitte des 16 Jahrh., Giessen, 1854. 


3. Ein Newer Alb. Magnus. Von Weibern und Geburten der Kinder sampt ihren 
Artzneien. Von Tugenden etlicher fiirnemer Kreuter, etc. Durch Q. Appollinarem, 
Franckf. am Mayn, 1556. 

4. Die regelwidrigen. Fruchtlagen bei der Geburt, als Beitr. z. Lehre v. d. 
Wendung. Gemeins deut. Zeitschr. fiir Gebkd. iii, p. 576. 

5. Alb, Magnus, daraus man alle Heimlichkeit d. weibl. Geschlechts erkennen 
kann, desgleichen v. ihrer Geburt, Franckf. a. M., 1603. 
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With regard to the Incunabula (until 1500 a.p. in other words) 
neither Hain, Panzer, Pellechet, nor Campbell mention illustrated 
editions of “ Secreta mulierum.” In order to carry the search up to 
1513 I have perused the not inconsiderable number of editions found 
in our Royal Library. None of these contain illustrations before the 
German edition of 1556, the text and illustrations of which, as already 
mentioned, are absolutely copied from Résslin. And a similar 
examination of the Berlin libraries, through Prof. Kossmann’s kind- 
ness, yielded a like result, namely, that Résslin was the first who, in 
a printed work, published these illustrations. Only an unfounded 
statement by the German authors named, makes the reverse the case. 

That Résslin, on the other hand, has had other models for his 
illustrations and partly also for his text, is a different matter, and 
one with which we must now deal. 

Résslin’s rules as to treatment in what he calls “unnatural 
labour” undoubtedly appear to be in full agreement with Soranos; 
but they do not show any progress towards a more rational form of 
midwifery, seeing that cephalic version decidedly takes the first 
place, and that there is but a faint indication, and in one place only, 
of a knowledge of podalic version. As typical examples of Résslin’s 
illustrations of the foetus a few of them are reproduced here together 
with the accompanying text (Fig. 31-37). For instance, where the 
feet present and the arms are extended downwards or upwards 
(Figs. 31 and 32). Great importance is attached to the necessity of 
bringing the arms down alongside the body if found in any other 
position ; then turning by the head is attempted, and—should it fail— 
in the second line—extraction by the feet, which is looked upon as a 
doubtful possibility. But in the case of incomplete footling pre- 
sentation (Fig. 33) Résslin only talks of turning by the head, ordering 
for the mother a bed with the head low and the foot raised, and 
violent jerky movements, which remind one of Franz of Piemont’s 
and Savonarola’s rules, but not mentioning extraction by the feet as 
a supplement to the other treatment in case of failure. But with the 
knee presentation (Fig. 34) only extraction by the feet is mentioned ; 
likewise in the case of breech presentation (Fig. 35) when the breech 
has been raised, and the secondary place given to cephalic version in 
this instance seems to indicate that Résslin—even though calling it 
the best way—looks upon it as more difficult than extraction by the 
feet. 

It is singular that this rule of Résslin’s in the case of breech 
presentation: “Item ob das kynd, etc.,” has been quoted by several 
writers, as for instance Baas and H. Michaelis, as one of the most 
important points in the book in so far as it is a suggestion as to 
podalic version, which, however, does not seem to be the case in the 
text. If any such rules exist in Résslin it ought to be in his rules 
about the treatment of the transverse position. He puts them with 
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Fig. 31. (Partus 2 of Soranos.) 

Wo aber das kind erscheynt und 
kompt mit unnatiirlicher geburt mit 
beden fueszen und seiend die hend und 
arm neben den beinen hinabgestreckt so 
sol die hebamm die arm und hend des 
kindes schickliche wysen fiegen und 
schyben mit salben und andren dingen 
die glatt machen. Also das die hend und 
arm des kinds gestreckt bleiben neben 
des kinds seiten . . . und darnach sol 
sie im von stadt helffen. 

Wo es méglich wer das die hebamm 
die fiiesz des kindes senfftichlichen und 
subtilichen iiber sich wyse, also das 
inwendig in muter leib die solen des 
kindes fiieszlein geschyben wurde gegen 
seiner muter nabel und sein heuptlein 
gegen seiner mutter rucken und sich 
gegen den uszgang  gestiirzt und 
gewendet, wende vil beszer. 


Fig. 32. (Partus 9 of Soranos.) 

. . So sol die hebamm groszen fleisz 
ankeren, de kind sein hend under sich 
bringen und schyben. Und wo es 
moglich wer sol die hebam in gleicher 
weisz als obstatt das kind umbwenden 
und im mit dem haupt zu uszgang 
helffen. Wo aber das auch nit mdéglich 
wer, so sol sie das entfahen by den 
fiiszen, und die arm und hend under 
sich wysen neben den seiten hynab und 
also vor statt helffen. Und ob dieser 
zweier weg keiner fieglich wer, hin- 
dernisz halb, so sol die hebam beid 
fiiszlein des kindes zusamenbinden mit 
einer lynen bind, und darnach mit 
senfftem ziehem dem kind zu uszang 
hellfen, und disz ist die aller sorglichst 
geburt. 


Fig. 33. (Partus 8 of Soranos.) 

So soll man die muter da an rucken 
legen, die beyn iiber sich das haupt 
und sich und den hyndern wol erhaben. 
Und sol die hebamm mit yrer hand des 
kindes fusz wyder hinder sich senfftig- 
lichen schiben und soll die muter sich 
zum dickermal umbschiben und waltzen 
so lang bis das kind seyn haupt under 
sich gekeret zu dem uszgang. Darnach 
soll die muter wyderumb sytzen uff yren 
still und sohl yr die hebamm wyder 
helffen als ob stadt. 


Fig. 34. (Partus 11 of Soranos.) 

Und so das kynd sich mit dem 
kneuwen erzeigt, od mit einen kneu kem 
an die geburt so sol die hebamm das 
kynd iiber sich heben und die fuesz 
begryffen und wie obgeschriben ist dem 
kynd zu uszgang helffen. 


Fig. 36. (Partus 3 and 15 of Soranos.) 
Wo aber das kynd kem mit eyner 
seite an die geburt, so soll aber die 
hebamm das kynd schicken rigehten und 
wysen iiber sich, wie es vorhin in muter 
leib gesessen ist und ym darnach zu 
beguemlicher uszganz helffen. 


Fig. 35. (Partus 12 of Soranos.) 

Item ob das kynd sich mit den hyn- 
dern erzeugte so sol die hebamm mit 
gegelaszner hant das kyndt wber sich 
heben und mit den fueszen uszfuren. 

Wo aber méoglich wer das sie das 
kyndt schieben mécht, damit es mit 
dem haupt under sich kem, wer vil 
beszer dan die erst geburt. 


Fig. 37. 

Item ob das kynd geteilt legte od! uff 
seinem angesicht. So sol die hebamm 
leichtlich ein laszen yr finger und das 
kynd in der seiten der muter ym keren. 
Od ob sie ein hand mag einlaszen sol 
sie das kynd ordnenund ryckten also 
welche teil des leibs den uszgang aller 
nechsten sind, die selben sol sie halten 
und uszfurm doch sol sie allermeist das 
haupt suchen und uszfuren. 


| Fig. 38. 


Rosslin’s “ Résegarten ” 89 


his 7th diagram (Fig. 36), but the text is anything but clear. The 
recommendation to the midwife to correct the position of the fetus 
to the original one “wie es vorhin in muter leib gesessen ist’! 
might perhaps—if Résslin thereby means a breech or footling pre- 
sentation—indicate turning and extraction by the feet: “um ym zu 
bequemlichen uszgang helffen” ; but as plain a hint as to the perform- 
ance of podalic version as that found in Soranos in his two illustra- 
tions of the transverse position (3 and 15) can hardly be discovered in 
this text. It appears to me that Résslin’s words with the 13th of his 
pictures (Fig. 37) can be taken as a distinct suggestion to adopt 
podalic version. The text in this instance shows a very remarkable 
agreement with the corresponding one in the 15th diagram of 
Soranos which illustrates a transverse position (which by Résslin’s 
description “oder uff seinem angesicht,” and according to the picture 
must refer to a transverse position with the belly downwards). Of 
course, Résslin does not say as decidedly as Soranos that in cases 
where the feet are nearer they should be seized, but indirectly he 
recommends this. 

The last three of Résslin’s birth figures illustrate the variants in 
twin pregnancies. In two of these both present by the head or by 
the feet, in the third one, one child presents by the head, the other 
by the feet (Fig. 38), and they hold one other by the foot. That the 
origin of this cannot be traced with certainty to Soranos has already 
been stated ; it is not found in any manuscript hitherto known before 
the 12th century. 

Leaving out of consideration the fact that, in the examples quoted 
from Résslin’s book, cephalic version has been given a more pro- 
minent place than by Soranos, a comparison of the two texts shows 
an unmistakable similarity ; some of the rules are absolutely identical, 
the classification of preeternatural labours is also the same, and the 
agreement in the diagrams of the positions of the fetus is no less 
striking. The foetus is enclosed by Résslin in the balloon-shaped 
uterus, and by Muscio (¢.e., Soranos)—the bottle-shaped uterus in the 
oldest Cod. Bruxellensis excepted—in an absolutely ciara re- 
presentation. 

A natural question is therefore how these reminiscences of 
Soranos’ teachings reached Résslin? For, in its original form the 
latter was lost in the latter part of the first third of the last century; 
and judging by Moschion’s defective reproduction the discovery in 
the Augsburg Library, by Conr. Gesner, occurred several years after 
Résslin’s death. Putting the same question, Hergott thinks that an 
explanation is impossible at present. He points, especially regarding 
podalic version, to the possibility of a tradition (as already hinted 


1. The Latin text pointed to the same: ‘“‘in pristinum locum atque habitum 
reducere.” 
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by Paré) having preserved a practice which had not found a place in 
the books—which often were compiled by writers having no practical 
knowledge of the art—and expresses a hope that further search in 
the libraries may lead to a solution of the enigma. 

One must, however, bear in mind that, even though the tradition 
has left but few and insignificant traces in medieval literature, 
which on this point chiefly points towards Paulos Aeginetes (in whose 
work Soranos’ teaching was scarcely discernible), yet here and there 
—before Paré—there are indications of a knowledge of podalic 
version; and doubtless signs thereof were first found probably in 
Franz of Piemont, whose description a century later was copied by 
Savonarola, less clearly by Arnauld de Villeneuve, better by Falcucci 
and on the latest occasion by Antonio Benevieni. Whether Résslin 
borrowed something from these sources cannot be decided, as he 
does not quote them. As already mentioned his description of the 
treatment of the footling presentation, when the arms are above the 
head, recall Franz of Piemont and Savonarola, but the unmistakable 
similarity, on several points, to Soranos’ rules for dealing with 
preternatural labour, as repeated in Muscio’s translations or revisions 
of Soranos, together with the likeness between some of Résslin’s 
woodcuts and the birth figures in Latin manuscripts (after Muscio) 
make one think that Résslin must have had some knowledge of them. 
And the probability of this appears to me to be strengthened by the 
fact that, at the time he wrote his book in Worms, copies of Muscio’s 
translation of Soranos were to be found in several places; at all 
events in adjacent Heidelberg there was the one which was carried 
to Rome in 1622 and later known as the Codex Palatinus which 
contained Soranos’ diagrams. 

Résslin’s woodcuts reappeared in the works of succeeding writers 
up to comparatively recent times, altered in form but still with the 
stamp of the original author: Soranos of Ephesos. Though in 
Résslin’s recommendations as to the treatment of preternatural 
labour a decided analogy can be traced to those given by the Ephesian, 
in the ixth chapter: “wie man das todt kyndt von mutter leib 
bringen soll,”’ he does not accept Soranos’ views in those cases where 
the assistance of the hand is insufficient. While Soranos, even if 
the mother’s case is hopeless, strongly insists that one ought to try 
to save her at the cost of the child, Résslin follows the line indicated 
by Aétios, and followed by Paulos and Avicenna, that is to desist 
from attempting to relieve the mother and to leave her to her fate: 
if there be but a poor prospect of saving her “soll man Gott lassen 
walten.” If, however, her condition admits of an attempt being 
made to rid her of the dead child there are two ways: to use medica- 
ments, or mutilate the foetus. If one desires to avoid the latter one 
begins with fumigation by means of asses’ dung and the like, internal 
decoctions, infusions of all kinds, coloquint, fenum grecum, myrrh, 
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Fig. 39. Birth-room in Jac. Rueff’s 
“ Trostbuehle,’ 1554, 


Fig. 40. Lying-in-room in Jac. Rueft’s 
Trostbuchle,” 1554. 
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galbanum, etc.; all after Avicenna’s prescriptions. And if this 
brings no relief “so muss man ernstlich in die sache sehen,” and use 
instruments, hooks or forceps for extraction and knives for the 
amputation of limbs. The description of these mutilating operations 
differs in no essential point from those of the older writers. 

Not only by its many editions and translations, but also by serving 
as a model for others, Résslin’s book helped to consolidate the view 
of midwifery of which it was an expression. Even during the life of 
Résslin, jun., there appeared an extremely poor copy by a Strassburg 
surgeon, Walther Reiff (or Gualtherus Ryff)—according to Gesner 
probably a man of little ability, as a physician coming nearer to a 
travelling quack and as an author merelya plagiarist. His obstetrical 
work ‘‘ Frawen Rosengarten, etc.,” Franckfurt, 1545, was a miserable 
imitation of Résslin without any advice as to help in the case of 
preternatural labours and without mentioning any kind of version. 
Another nearly contemporary work, whose author, Jacob Rueff (Riff), 
also took Résslin as his model was of considerably higher value. 
Rueff lived in Ziirich, where he was “ Stadtwundarzt” from 1532, 
together with Conr. Gesner and Casp. Wolff; the former was his 
friend and called him “vir in sua arte peritissimus et mihi amicus.” 
Rueff had probably been induced to write his obstetrical book “ Ein 
schén lustig Trostbuchle, etc.,” Ziirich, 1544, through his position as 
a teacher of midwifery in Ziirich. The book, which in public favour 
approached that of Résslin, is however little more than a mere copy 
of Résslin. It is true that he hardly pays any heed to podalic version 
and exclusively advises turning by the head in all cases of “ Miss- 
biirten,” and therefore in the case of shoulder- and_breech- 
presentations; but for cephalic version he recommends a method, 
““Schybung des kinds,” which is carried out by the midwife and an 
assistant, the former working internally in the genital canal, the 
latter externally on the abdomen, and which probably is the first 
example of version by combined internal and external manipulation. 
Rueff was also an inventor as far as the instrumental part of mid- 
wifery went and, as we know, described and illustrated two kinds of 
forceps for the extraction of the dead child, one of which formerly 
(Math. Saxhorph) by a pure misconception was looked upon as the 
model of the midwifery forceps. With respect to the illustrations, 
birth-figures, birth-room (Fig. 39) and lying-in-room (Fig. 40), the 
“ 'Trostbuchle ” is in accordance with the Rosegarten.” 

Judging Résslin’s book with reference tothe influence it had on the 
practice of midwifery, one can hardly characterize it as a landmark in 
obstetrical history or as a powerful impulse towards bringing mid- 
wifery into better ways than in early days. It probably has not been 
quite without influence, as it was written in a language understood 
by the midwives and in a short and collected review marked the 
point which midwifery had reached at the time. Thereby it also 
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became possible for those, in whose hands this work exclusively lay— 
i.e., the midwives—to learn something. And with respect to the 
actual manual assistance in labour, Résslin probably also has the 
merit of having given to extraction by the feet a larger scope than 
before, and thereby limited the more theoretically conceived but less 
practically feasible cephalic version. But, when Siebold pointed out 
that podalic version was adopted much more quickly in Germany 
owing to its having been started by Résslin and Rueff, and when 
Haeser finds in Résslin “ that this operation was once more put in its 
proper place,” and when Baas claims that Paré got the inspiration 
from Résslin because his book was translated into French (!), then 
these surely are grave exaggerations; for in his description of this 
operation and in his advice as to its application, Résslin scarcely 
occupies a more advanced position than others of the authors of the 
Past, indeed, perhaps the reverse is rather the case. 

As Ambrose Paré, and his contemporary Vesalius, were the 
pioneers of the renaissance in surgery and anatomy as a whole, 
Résslin’s and Ruefi’s labours in the field of midwifery can hardly 
with justice impair Paré’s claims to be a great reformer in obstetrics 
also, nor deprive him of the honour of being the first to give a lasting 
impulse to the re-adoption of podalic version. 

By this I do not mean to imply that Paré on his own initiative 
and without extraneous influence, was the champion of the reintro- 
duction of podalic version; on the contrary his own introductory 
sentence, in the modest little appendix which accompanied the 
“ Briefve collection de l’administr. anatomique, etc.,” of 1550, and 
in which he for the first time mentions podalic version, shows that he 
makes himself the spokesman of a tradition he calls in support of the 
experience of his two barber-colleagues Thierry de Héry and Nicole 
Lambert with regard to podalic version. This tradition doubtless 
had its origin at the old Hétel-Dieu where, as we know, a maternity 
department was established in the 13th century, and where Paré 
himself, during his 3 years’ stay (1533—36), possibly had the oppor- 
tunity of seeing this operation, though he does not mention it any- 
where. Nor did podalic version take the position in obstetrics 
which it ought to have occupied till after Paré’s time. This is clearly 
demonstrated by his immediate heir and pupil F. Guillemeau, who 
shows that cephalic version even with him occupied an important 
place. It was probably not till a century later by the teaching of the 
famous French “accoiicheurs” of the latter part of the 17th century, 
and of these especially of Mauriceau, that podalic version reached 
the unshaken and final position in the practice of midwifery which 
it occupies to-day. 
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Pre-Maternity Hospital Practice: A Series of Thirty 
Cases of Morbid Pregnancy Treated in the 
Royal Maternity Hospital, Edinburgh, during the 
Autumn Quarter of 1908.* 


By J. W. Battantyne, M.D., F.R.C.P.E., 


Physician to the Royal Maternity Hospital, Edinburgh, and Lecturer 


on Midwifery and Gynecology in the Edinburgh School of 
Medicine for Women. 


Review of the Quarter’s Work. 


Durine the Autumn Quarter of 1908, 443 patients were treated in 
connection with the Edinburgh Royal Maternity and Simpson 
Memorial Hospital. Of these 144 were in the hospital, 196 were in 
the outdoor department, and 103 were at the Leith Branch. The 
total was, therefore, 443, but of the 144 indoor cases 11 were not 
delivered in the hospital, six returning to their own homes for 
delivery after having been successfully treated, one having aborted 
before admission, three being delivered in the early part of the next 
quarter, and one dying in the hospital at the second month of 
pregnancy. This reduces the actual number of deliveries to 432 for 
the Quarter, giving an average of 144 for each month and of between 
four and five births a day (4°69, to be exact). 

It is not of the total cases treated in connection with the hospital 
that I am to write in this communication, but only of those in the’ 
Hamilton ward for the treatment of morbid pregnancies; but it may 
be of interest if I refer to the maternal mortality in the indoor and 
outdoor departments and in the Leith branch, more especially in 
respect to its modification by the existence of a prematernity ward. 
There were three maternal deaths during the quarter, a mortality of 
0°67 per cent. or a little more than a half per cent. One of these 
deaths occurred in the prematernity work: it was that of a grave 
case of chorea gravidarum at the second month of pregnancy; it was 
sent in from the country for treatment in the hospital, and it proved 
fatal within two days of admission. Full details are given below. 
The second death was a case of incomplete abortion; there had been 
bleeding from the uterus for six weeks before the patient (a girl of 21, 
with a history of gonorrhea and two previous pregnancies) came in; 
the uterus was curetted and washed out, but the clearing out cannot 
have been complete, for the signs of septic infection which were 
present on admission rapidly became more marked, and death 


* Read before the Edinburgh Obstetrical Society, December 9, 1908. 
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followed, the necropsy revealing pelvic peritonitis of some standing 
and some parts of an abortion sac in the uterine interior. It may be 
maintained that this death also ought to be credited to the Hamilton 
ward; and in one sense this is true; but it will be remembered that 
in my Valedictory Address to this Society last year I laid down for 
my guidance the rule that no case should be counted a pre-maternity 
case which had not been for forty-eight hours in the ward before the 
supervention of labour or abortion. If this rule be rigidly adhered 
to, then, of course, incomplete abortions are excluded, and rightly 
so, for the aim of prematernity treatment is to carry on every 
pregnancy to a happy issue, and, necessarily, this cannot be done 
with a uterus which has begun to empty itself. On the other hand, 
it may be said that the case was one of morbid pregnancy, and on 
that account should be included. It does not seem to me that it 
matters very much under what heading we place the death; but if it 
also be reckoned to the Hamilton ward, then the rest of the hospital 
had a clean sheet for the quarter, for these two were the only deaths 
in the indoor department. Further there were no fatalities in the 
outdoor department. At the Leith branch, however, there was one 
maternal death, the first which had occurred out of over 600 confine- 
ments since the opening of the branch fifteen or sixteen months pre- 
viously. Curiously enough, the Leith fatality also happened in 
longer or shorter periods ; these likewise ended happily for the mothers, 
abortion sac entire; on the following day there was a slight rise of 
temperature, succeeded by sudden dyspnea and heart failure; the 
death was regarded as due to pulmonary embolism, perhaps septic in 
origin. So far the Leith branch has the satisfactory record of over 
600 confinements with one maternal death, the case just referred to. 


Maternity and Prematernity Practice. 


These then were the three maternal deaths which occurred during 
the quarter. It is somewhat significant that they all took place in 
connexion with pregnancies before or at the midterm of gestation : 
one was at the second month, another between the third and fourth 
months, and the Leith case at the fifth month. This means, of 
course, that all the full-term pregnancies dealt with, either in the 
indoor or in the outdoor departments, ended happily for the mothers. 
But it really means more, for there were, as we shall see immediately, 
several other cases of morbid pregnancy before the full term which 
were taken into the Hamilton ward and given treatment there for 
longer or shorter periods ; these likewise ended happily forthe mothers 
although not always at the full time and not always successfully for 
the foetuses. The grave nature of some of the maladies of pregnancy 
is thus shown, but so also is the beneficial result of prematernity 
treatment when it is available. For a hospital to have a pre- 
maternity department may, and no doubt does, mean that it will 
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attract to itself many serious cases which may swell its mortality 
lists; but it will also be the privilege of that hospital to save lives, 
foetal as well as material, and by timely management in pregnancy 
to obviate some of the most dangerous complications of the labour 
and the puerperium. 


The Patients in the Hamilton Ward. 


I pass now to the patients in the Hamilton ward during the 
Autumn quarter. They numbered thirty, quite the largest number 
of such cases treated in the hospital in any quarter since the endow- 
ment of the Hamilton bed. Five of them suffered from eclampsia in 
pregnancy, and three others were in danger of that grave malady by 
reason of the presence of albuminuria. There were four cases of 
accidental hemorrhage in pregnancy and three of placenta previa. 
There were four cases of threatened abortion, in three of which 
treatment was successful in averting the premature termination of 
the pregnancy, while in one it was not. With these four cases may 
be grouped the two instances of retroversion of the gravid uterus in 
which replacement of the organ was carried out with the continuance 
of the gestation. One patient was sent in because of the occurrence 
of foetal death in two previous pregnancies. Two patients suffered 
from phlebitis in pregnancy, in one of whom the labour was followed 
by phlegmasia alba dolens. There were two cases of heart disease, 
one of which was slight, while the other was complicated by buccal 
hemorrhage and gingivitis. There was a patient suffering from 
gonorrheal rheumatism, and another who had a marked contraction 
of the vagina and vulva. There was the fatal case of chorea 
gravidarum. Finally, there was a case of hydramnios complicated 
by twins; and it may be added that one of the albuminuria cases also 
had a plural pregnancy. 

The analysis of these cases brings out some interesting facts. 
Four only out of the thirty were unmarried girls, a fact which speaks 
eloquently in proof of the useful part the prematernity ward is playing 
in connexion with the management of morbid but legitimate preg- 
nancies. I need not add, however, that no unmarried girl suffering 
from any malady incident to gestation was refused admittance to the 
Hamilton ward. Perhaps I ought to interpolate the statement that 
while I refer to the prematernity beds as constituting the Hamilton 
ward these beds were not necessarily in one room; they were most 
often, however, in one or other of the smaller rooms reserved for 
married women. Another interesting fact is that sixteen cases at 
least were sent in to the hospital for prematernity treatment by 
medical practitioners in the town and country, and that two others 
came to us from the Royal Infirmary. 

The average age of the patients was somewhat high, viz., 30; 
indeed, there was only one patient under twenty, and thirteen under 
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thirty, while fifteen were over thirty and one over forty. Nine were 
primipare, five were secundipare, three were tertipare, two were 
quartipare, four were quintipare, one was in her sixth pregnancy, 
one in her seventh, three in their eighth, one in her tenth, and one 
in her seventeenth. The age which the pregnancy had reached when 
it came under treatment was noteworthy: in two instances (one was 
the fatal case of chorea) it was at the second month, in one between 
the second and third months, in one at the third month, in two at 
the fourth, in one between the fourth and fifth, in three at the fifth 
month, in three at the sixth, in six at the seventh, in one between 
the seventh and eighth, in six at the eighth, and in four at the 
ninth. 

The record of the number of days spent in the Hamilton ward 
before labour came on or the patient returned to her home brings out 
some interesting facts. The time varied from two days to 114 days. 
In seven cases the minimum of only two days was reached, and it is 
noteworthy that one of these was the solitary case in which the 
mother died; another one of the seven must be regarded as unsatis- 
factory, that in which the infant was still-born in the case of the 
patient who had previously given birth to two dead-born fetuses. 
It is obvious that little benefit, relatively speaking, can be got from 
so short a stay. In fourteen cases the period of residence in the 
ward varied from 3 to 9 days; in four it was from 10 to 20 days; in 
one it was 30 days, in one 34, in one 42, in one 56, and in one 114 
days. The total number of days spent in hospital varied from 2 days 
(the fatal case of chorea already referred to) to more than 120 days; 
and the average number of days spent in the hospital after delivery 
in these prematernity cases was 13 days. The patient who made so 
prolonged a stay had albuminuria and hematuria, and is now, after 
delivery, believed to be suffering from a renal tumour (hyper- 
nephroma or cystic state). 


Results. 


With regard to the results, some important facts emerge on 
analysis. AJ] the mothers did well except one, a result which must, 
I think, be looked upon as highly satisfactory when the nature of the 
diseases is borne in mind, viz., five eclampsias, three albuminurias, 
four accidental hemorrhages, three placenta previas, ete. Of 
course, I count among those who did well the patients who left the 
hospital undelivered but recovered from the morbid state for which 
they had been taken in. There were six such cases; three of them 
were threatened abortions in which the impending expulsion of the 
gestation sac was averted; two of them were retroversions of the 
gravid uterus in which the organ was replaced and the bladder 
trouble set right; and one was the case of buccal hemorrhage from 
the gums in which the bleeding was stopped. Two other patients 
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passed under Sir Halliday Croom’s care at the end of my quarter, 
and both of them have since been delivered of living children: one 
of them had had eclampsia in pregnancy but had a normal labour; 
the other was the prolonged case of albuminuria and she also had a 
satisfactory labour and puerperium. From some of the patients who 
returned home to await their delivery there or to return to the 
hospital at term I have had satisfactory reports, and about none have 
I had bad news. The one fatal case, the patient suffering from 
chorea gravidarum, was really brought into the list by myself, for I 
saw her in consultation in the country, recognized the severity and 
almost hopeless nature of her malady, but decided to give her the 
slight chance there was of recovery with the good nursing and con- 
stant and skilled medical attention she would get in the Hamilton 
ward. Where she was, she had no trained nurse, and she was living 
in a two-roomed house. 


The results as regards the infants, the products of these abnormal 
pregnancies, were not so good. Of these no less than ten were dead- 
born, ten out of twenty-five infants or fetuses that were expelled 
from the uterus in two cases (there were twins). But, and this is an 
important qualification, only one of the ten had reached the ninth 
month of pregnancy, all the rest were premature, five indeed being 
under seven months. Six or seven were macerated as well as dead- 
born. Of the remaining fifteen who were alive at birth, one could 
not be resuscitated (it was discovered afterwards that there was fetal 
ascites preventing expansion of the thorax), two died, one in a few 
hours, and the other in five days after birth, one perished in the 
incubator outside the hospital, and the rest (eleven) survived. 
Finally, of the eleven survivors, six at least were premature when 
born. If the serious nature of the maladies of the mothers, the ™ 
early stage of the great majority of the pregnancies, and the premature 
expulsion of so many of the infants are all kept in mind the cause of 
the high foetal mortality is easy of recognition. The result is to be 
deplored, but it is not inexplicable; indeed, bearing all the circum- 
stances in mind it is hardly surprising. 


I shall now give the details of the individual cases of morbid 
pregnancy, laying special stress upon the symptoms shown and the 
treatment received in the prematernity department of the hospital, 
and merely summarising the confinements which followed. These 
cases are not perhaps of great clinical or pathological interest in 
themselves; but, taken together, they afford useful indications of the 
sort of work which a prematernity department throws upon a 
maternity hospital. 
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Cases of Eclampsia. 


Four cases of eclampsia were treated in the hospital during the 
quarter, and a fifth was in the Hamilton ward at the close of the 
term. Brief notes may be given of these cases. 


Case 1. The first case was that of Mrs, F., et. 24, a primipara,. 
sent into hospital by Dr. Harold Ballantyne of Eskbank, Dalkeith, 
on August 8, 1908. A week before admission the patient noticed 
swelling of the face and began to suffer from pain in the forehead; 
a day or two later her feet and legs began to swell. She was passing 
urine well. On the evening of August 7, she was present at a 
wedding, got home at eleven o’clock at night, and no doubt indulged 
in the excitement and dietetic irregularities associated with such 
occasions. On the following day she had five convulsive seizures 
and was brought into hospital in the ambulance, arriving at 7-40 in 
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the evening of August 8. On admission the patient was very drowsy 
and listless, but could be roused by loud talking; her face was flushed 
and puffy, and the feet, legs, and abdominal wall were edematous. 
The skin was harsh and dry. The fundus uteri was halfway between 
the umbilicus and the ensiform cartilage. The foetal heart sounds 
could not be heard; vaginal examination revealed a soft but un- 
dilated cervix. One ounce of urine obtained by catheter went solid 
on boiling. On admission her temperature was subnormal (97°) and 
the pulse 80. An enema was given and produced two motions of the 
bowels. She was put in the hot pack four-hourly, and was given the 
acetate of potash diuretic mixture. 

On the following day (August 9, 1908), the patient was not nearly 
so drowsy, but could remember none of the events of the preceding 
twenty-four hours. Her vision was not affected. She had passed 
five ounces of urine, and had had no more fits. The pulse-rate was 
88, tension still high. In the afternoon the temperature rose to 100 
and the pulse quickened to the same figure. There was one action of 
the bowels with salines. On the two following days (10th and 11th) 
the temperature was subnormal, and the pulse varied from 82 to 100, 
tension less marked. About 10 oz. of urine were passed on the 10th 
of August and 46 oz. on the 11th. The hot packs were continued, and 
on the 11th 30 grains of thyroid extract were given. Next day, 
August 12th, labour pains came on and a dead male fetus, weighing 
3 lb. 2 0z., and measuring 16 in. in length, was born; it looked as if 
it had been dead for three or four days. The temperature rose to 99° 
on the day of delivery, and the pulse reached 120; but thereafter the 
temperature varied from 97° to 98°, the pulse remaining a little quick 
(80 to 96). On one occasion, on the fifth day of the puerperium, the 
temperature rose to 99°. On August 13 the quantity of urine passed 
was 36 0z., containing 2 grains of albumen to the oz. The bowels 
were kept free by means of Henry’s solution. By August 15th 
(fourth day of the puerperium) the patient’s face had altered much, 
the puffiness and swelling having almost gone, but the flush remained. 
The urine contained 1 grain of albumen to the ounce. On August 
20th it could be said that the patient had made a satisfactory re- 
covery; she was passing urine in normal amount, there was a mere 
trace of albumen, and the pulse tension was normal although the 
rate was still rather quick. The patient returned home on August 
26th, the fifteenth day of the puerperium. 


Case 2. This case was a much more anxious one than the pre- 
ceding, but recovery ultimately took place in it also. Mrs. J., et. 45, 
was admitted to hospital on the evening of August 21, sent in by 
Dr. Miller of Tranent. Her last menstruation had taken place about 
five months previously, and for two months she had suffered from 
swelling of the face, hands and feet, but this was only discovered 
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accidentally by Dr. Miller a few days before the supervention of the 
convulsive seizures. She had also been troubled with shortness of 
breath, and, two days before admission, had begun to suffer from 
severe pain in the top of the head and from dimness of vision. Her 
mind from that time till she recovered consciousness in the hospital 
was a complete blank. On the morning of August 21 she had two 
convulsions, and in the evening she arrived at the hospital in the 
ambulance. 

The patient’s previous health had not been very good. She had 
been troubled with frequent bilious attacks, headaches, and sickness, 
and about a year previously had been treated in the gynecological 
department of the Royal Infirmary, having had the womb scraped. 
She had had four previous pregnancies, all normal, the last one 
being eight years ago. On admission the patient was seen to be a 
large plethoric woman, with a puffy, swollen face, somewhat cyanosed. 
There was marked edema and pitting of the skin all over the body. 
She was noisy and restless, and was retching constantly. She was 
quite unconscious of her surroundings. The fundus uteri was felt 
just below the level of the umbilicus, and the fetal heart was heard 
on the left side (120 beats to the minute). Vaginal examination re- 
vealed the usual signs of pregnancy; the os admitted the tip of one 
finger. The temperature was normal and the pulse 90, of high 
tension. 

The catheter was passed, and about one ounce of highly albu- 
minous urine was obtained. An enema gave a fair result. Some 
Henry’s solution was retained, but the acetate of potash mixture was 
vomited. Dr. Oliphant Nicholson saw her with me soon after her 
admission. She was put in the hot pack; at 10-30 she had 40 grains 
of thyroid extract, at 3-30 a.m. on August 22nd she got 30 grains, 
and 30 grains at 7-30a.m. During these hours she passed 12 oz. of 
urine. Hot packs were given every four hours and hot milk as often 
as she could be got to swallow it. During the next 24 hours the 
thyroid extract was continued in diminished doses (10 gr.) every 
six hours. At this time the temperature was 97 and the pulse 84. 
Thirteen ounces of urine were passed on August 23rd, and the 
patient was dry-cupped over the loins. On August 24th the pulse 
continued to be of very high tension, and 10 oz. of blood were taken 
from the arm, while the thyroid extract was given in much smaller 
doses, and then stopped. It was decided to bring on labour, so two 
bougies were introduced into the uterus; this was on August 25th, 
for on the evening of the 24th the patient’s pulse got suddenly very 
weak and rapid and strophanthus and brandy were necessary to 
restore her. On the evening of the 25th a dead male fetus of about 
five months’ development was expelled. The temperature immedi- 
ately after delivery was 100°2°, and the pulse varied from 120 to 144. 
Strophanthus was continued during the night. On the next day 
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(August 26) the patient was still very restless, but she was now 
perspiring freely for the first time; the temperature varied from 97 
to 98, and the pulse from 104 to 120. The pulse tension was again 
high, so, on August 27, venesection was performed once more, 10 oz. 
being drawn from the right arm, and 1} pints of saline were trans- 
fused. The amount of urine passed had been steadily increasing : 
26 oz. were passed on the 25th, 47 oz. on the 26th, and 49 oz. on the 
27th. The bowels were kept acting freely. From this time the 
patient got rapidly well; her consciousness returned, the pulse fell 
below 100, and only on one occasion did the temperature reach 100. 
There was, however, one circumstance which caused us anxiety, viz., 
the development of paralysis of the right arm and leg and of the 
left side of the face on September 1. It proved to be very transient 
and had passed off in two or three days. She returned home on 
September 12 in very good health, having been in the hospital for 
three weeks and two days. 


Case 3. The third case of eclampsia was that of Mrs. S., aged 31, 
a primipara, admitted on October 6, 1908. She last menstruated in 
May, and since then had suffered from pains in the back. Morning 
sickness, which came on at the second month, had lasted ever since, 
and latterly had continued all day. She had been passing urine in 
very small quantities for four months. She had never felt fit for 
her work. Three years ago she had an attack of vomiting of blood, 
but had otherwise been a healthy woman. On admission the patient 
was unconscious, and later in the day the coma developed into 
delirium, and she became violent. She had had two fits in her own 
home before admission to the hospital, and she had one more after 
she came in. The temperature was 99° and the pulse 64. She was 
given hot packs and half a grain morphia suppository. An enema: 
was administered, and she swallowed some Henry’s solution and the 
acetate of potash mixture. This treatment, supplemented by the 
giving of rectal injections of saline solution, was continued, and in 
two days the patient was quite sensible. The pulse which had been 
of high tension and full, showed improvement, but remained slow, 
varying from 56 to 72; the temperature never rose higher than 99°4°, 
and fell in a few days to 97°. The patient complained much of head- 
ache and severe pain in the back of the neck. 

On October 13, a week after admission, the patient passed into 
labour, and twelve hours later she gave birth to a small female 
fetus, weighing 2 lb. 20z. and measuring in. in length. It cor- 
responded to the fourth or fifth month, and was macerated. It also 
showed an encephalocele. After delivery the patient’s symptoms 
gradually disappeared, the albumen in the urine diminishing, and 
the urine itself increasing in quantity, although the headache and 
pain in the neck persisted for a week. The temperature did not rise 


i 


102 Journal of Obstetrics and Gynecology 


above 99°, and the pulse rate gradually fell from 90 to 74. She left 
the hospital in good health on October 24, twelve days after the 
expulsion of the foetus and nineteen after admission. 


Case 4. C.D., an unmarried girl, aged 26, was admitted to the 
hospital on October 20, 1908. She was in the eighth month of her 
first pregnancy, having last menstruated in the middle of February. 
For a month she had been under observation in the Lauriston Home 
for Maternity Rescue Work. She had been feeling well until 
October 14, when she began to suffer from palpitations and a feeling 
of lassitude; it was noticed that the urine began to diminish in 
amount. She was under the care, in the Home, of Dr. James Young, 
' who treated her for albuminuria. Headache began on Octoberl5; it 
j continued up to the day of her admission to the hospital (October 20), 
F and was specially severe in the afternoons. It had been intended 
i that she should come into the Maternity hospital on the 19th, but 
‘ she was so much better that she remained at the Home. On the 
following morning, however, she had a fit, and was at once brought 
into the hospital. She was found, on admission, to be showing the 


q signs of a pregnancy at the eighth month, the uterine fundus being 
finger; the fetal heart sounds could not be heard; and the urine 
became almost solid on boiling. There was a history of scarlet fever 
twelve years ago and of diphtheria three years ago. 


| almost at the ensiform cartilage; the os uteri admitted the tip of one 
| Immediately after admission, the patient had another eclamptic 
i seizure. She was given hot packs every two hours; enemata were 
t given to clear out the bowels; a half-grain morphia suppository was 
' inserted ; and saline injections were ordered. The skin began to lose 
i its dryness after the first pack, and while the patient was in the 

second one free perspiration began. The diet was restricted to hot 
! milk, and the acetate of potash mixture was given regularly. The 
q number of packs was reduced. Two days after her admission to 
if hospital the patient passed into labour, and was delivered of a dead 
and macerated female foetus, weighing 41b. and measuring 16} in. 
From that date the patient progressed favourably; her temperature 
did not rise above normal and the pulse rate varied from 80 to 64 
during the first nine days of the puerperium. The quantity of urine 
i which was 19 oz. on October 20th, the day of her admission, increased 
i to 59 oz. on the 21st and to 87 oz. on the 22nd. After delivery it was 
noticed that the patient suffered from a degree of ptosis of the left 
eye; but, as she had an artificial eye on the right side, the drooping 
probably was apparent rather than real. She left the hospital on 
November 2, having made an uninterrupted recovery. 


Case 5. Mrs. H., aged 25, a primipara, was admitted to the 
hospital on the morning of Saturday, October 31, 1908. She was 


. > 
ii 
ai 
a 
i 
Bt 
4 
| 
a 
va 
A 
a 
q 


Ballantyne: Pre-Maternity Hospital Practice 103 


sent in for treatment by Dr. Barker. On the night of Thursday she 
felt out of sorts, and she stayed in bed all Friday. During the night 
she awoke suffering from intense pain in the forehead and in the 
back of the head, and remembered nothing more till she regained 
consciousness in the hospital. She had one fit on the Saturday morn- 
ing before her arrival. On admission she seemed to be in a drowsy 
condition, and was only partly conscious of her surroundings. She 
complained that she could see nothing on account of a dark mist, 
and spoke of headache. She was given an enema and then a half- 
grain morphia suppository; and she was put into hot packs two- 
hourly. She was apparently about one month short of the full term 
of pregnancy, and the fcetal heart was heard beating at the rate of 
130 on the left side below the umbilicus. Henry’s solution was given 
by the mouth, but was vomited. Later, another enema containing 
castor oil was administered with some result. The urine showed, on 
analysis, 2 gr. of albumen to the ounce. On the third day after 
admission the patient passed 380z. of urine, and was evidently 
better; the foetal heart could be heard quite easily. On November 
2nd the hot packs were stopped. On November 3rd the eyesight was 
restored, and urine was being passed in much greater quantity; on 
the next day (November 4) the albumen had disappeared from the 
urine; and the patient seemed to be quite well. It was arranged that 
she should stay in the Hamilton ward a little longer to be under 
observation and, if necessary, treatment. She was delivered by 
forceps on November 29. The child, a male, was living; it weighed 
6 lb. 2 oz., and measured 203 in. in length; the placenta weighed 1 lb. 
She made a good recovery, and will soon be leaving the hospital 
(December 8). 

These five patients suffering from eclampsia were the only ones 
so affected dealt with during the quarter. They had several char- 
acters in common; in all there was albuminuria and diminution in 
the amount of urine passed; in all the pregnancy continued for a 
time after the occurrence of the convulsions; in all the treatment 
consisted of the use of hot packs, of enemata to clear out the bowels, 
of the acetate of potash mixture forthe kidneys, of Henry’s solution to 
keep the bowels acting, and of strict milk diet; and in all the mother 
recovered. Four of the patients were primipare, and one was amulti- 
para; in three the convulsions supervened at the seventh or eight month 
of pregnancy, and in two at the fifth month ; there were five convulsions 
in one case, three in another, two in two others, and one in the fifth 
patient; the ages of the primiparas were 24, 31, 26, and 25, and of 
the multipara 45; the most serious case was that of the multipara, 
and in her alone was there evidence of renal mischief prior to the 
present pregnancy. In addition to the common treatment given to 
all, a half-grain morphia suppository was given in three cases, in 
two instances thyroid extract (in one to the extent of over 100 gr.) 
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was used, and in one case venesection was twice performed, saline 
solution was transferred, and dry cupping was performed. In only 
one instance, that of the multipara, was labour induced; and in that 
case alone was the patient’s condition after delivery grave and re- 
covery for some days doubtful. It is noteworthy that in four out of 
the five cases the foetus was born dead and macerated; and there was 
evidence that the antenatal death had corresponded to the time of 
the occurrence of the convulsions, but it could not be stated with 
certainty whether it had preceded or followed them. I am inclined 
to think that the condition which caused the eclampsia was likewise 
the occasion of the foetal death; and that the death of the fetus 
removed one of the factors leading to renal overstrain and so pre- 
pared the way for recovery. 


Cases of Albuminuria without Eclampsia. 


Three patients were treated in the Hamilton ward during the 
quarter who suffered from albuminuria without developing eclampsia. 


Case 6. Mrs. C., an octipara, 38 years of age, was admitted on 
October 18, 1908. Her last menstruation was in February, and she 
believed herself to be between the seventh and eighth months of 
pregnancy. For two or three months she had had difficulty in passing 
urine and had noticed that the quantity was diminished. Her legs 
also had swollen, the swelling being worst at bedtime; but her face 
and eyelids had shown no puffiness, and she had not suffered from 
lumbar pain. She had not had scarlet fever, and her seven previous 
pregnancies and labours had been normal. 

On admission, the patient had the look of an albuminuric case 
save for the absence of edema of the eyelids; the feet and ankles 
were swollen and there was pitting on pressure. The uterus was 
large even for a full-time pregnancy and yet the menstrual history 
pointed only to the eighth month. From the abdominal examination 
coupled with the presence of albuminuria in a woman who had had 
normal pregnancies in the past, I made the provisional diagnosis of 
twins in utero, although as a matter of fact no foetal heart could be 
heard. The os admitted one finger easily. The urine contained 
2 gr. of albumen to the ounce. The temperature was normal and the 
pulse rate 82. The bowels were cleared out, and the acetate of 
potash mixture was given; and on the day after admission 
(October 14) 48 oz. of urine were passed. On the following day 
(October 15) labour came on, and after about one hour of pains a 
female infant weighing 5 1b. 10 0z. and measuring 18 in. in length 
was born; it was followed in three minutes by a second female child 
weighing 5 lb. 3 oz. and measuring 17 in. in length. Both presented 
by the vertex, L.O.A. The bag of membranes of the second child 
ruptured immediately after the birth of the first; and there was no 
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excess of liquor amnii in either sac. The single placenta weighed 
2 lb. loz.; there were two chorions. There were some symptoms of 
collapse in the third stage, and a sixtieth of a grain of strychnine 
was given hypodermically. After labour the patient did well, the 
temperature only once rising to 98°8° and the pulse rate varying from 
72 to 92. On the fifth day of the puerperium there was still a trace 
of albumen in the urine, but uterine involution was going on 
normally and urine was being passed in normal amount. The 
patient left the hospital quite well on the twelfth day of the puer- 
perium ; there had been no trace of albumen for three days, and the 
pulse was normal in rate and tension. The twins both did well, save 
that the second one lost weight rather more markedly, but it was 
regaining it when the mother left the hospital. 


Case 7. Mrs. E., aged 35 years, a tertipara, was admitted on 
September 18, 1908, being recommended for treatment by Dr. 
Dickson of Lochgelly. The date of her last menstruation was 
April 19, and her pregnancy therefore was five months old. About 
the middle of July she had gone from home on a visit, had been 
taken ill with violent frontal headache, sickness, and vomiting, and 
had been confined to bed. At that time her legs had swelled, but 
her eyelids had not become puffy. On her return home she was 
seen by her doctor, who, on account of the great swelling of her legs, 
kept her in bed, and put her on milk diet; some medicine was given, 
probably a-diuretic. She was passing very little water, and stated 
that sometimes she passed none at all for twenty-four hours. As her 
condition did not improve, she was sent into hospital for treatment 
on September 18. She knew of no cause for her illness, and in her 
two previous pregnancies she had enjoyed good health. i 

On admission, she was seen to be suffering from anasarca, the 
whole body being affected, but the feet, legs, and face showing it 
most markedly. Her temperature was 98°, and her pulse 72 and of 
very high tension. The urine was scanty in amount and highly 
albuminous (4 gr. to the ounce). The abdominal wall pitted mark- 
edly on pressure; the utecus was felt a finger’s breadth below the 
umbilicus; no fetal heart was heard, but the patient had first felt 
quickening about the middle of August and stated that she still felt 
the infant moving. On vaginal examination the cervix was found 
to be firm, the os admitting the fore-finger only. The bowels were 
cleared out with an enema, the acetate of potash mixture was given, 
and the diet was exclusively milk. The bowels were kept free by 
means of Henry’s solution. Under this treatment the urine increased 
from 16 oz. in the 24 hours to 18 oz. and then to 340z. On Sept. 22, 
five days after admission, the pulse tension was still high and the 
other symptoms were still present, so hot packs were ordered and 
calomel (gr. ii) given; the temperature was 99° and the pulse 102. On 
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the following day her condition was better, and on the 24th 
September (six days after admission) she was delivered of a dead 
five months’ fetus after one or two pains. The fetus had spina 
bifida. The urine still contained 3} gr. of albumen to the ounce, but 
eclampsia did not supervene. The patient now began to improve. A 
week later the pulse rate was still rather high (80 to 85), but the 
tension was less; the quantity of urine was still low (30 oz. per diem) 
and granular and hyaline casts were still present, but the albumen 
had fallen to 2°5 gr. per oz. There were no longer any headaches, 
and the swelling of the legs and face had almost disappeared. The 
patient was kept in hospital for ten days longer, and returned home 
on October 10; before this date the quantity of urine passed daily 
had risen to the normal. 


Casz 8. A.C., aged 35, was in the Hamilton ward when I took 
over the hospital from Dr. Barbour on August 1, and I left her in it 
when the end of my quarter arrived, her confinement not taking 
place till November 15. About the beginning of July the patient 
began to suffer from a feeling of weight and loss of power in the 
legs; she noticed that her eyelids were swollen in the morning and 
her feet and legs at night; and she began to feel unfit for her work 
as a domestic servant. A week later she began to have a severe 
frontal headache; this lasted for about a week, during which time 
she had several attacks of epistaxis. She was taken into the Royal 
Infirmary for two days (July 23-24), and sent thence to the 
Maternity hospital. She had not suffered from pain in the back, 
but she had observed that her urine had become red in colour about 
the beginning of July. Her previous health had been very good, 
for she had only once had an illness (influenza) which confined her 
to bed; she had had occasional bilious attacks at her menstrual 
periods. She had never had scarlet fever. She had one pregnancy 
ending in a normal labour and puerperium twelve years ago. She 
was now at the fifth month of her second pregnancy. A clinical 
examination (on August 1) showed that the patient was very pale 
and anemic, but her face was no longer puffy. Her skin was dry 
and harsh, and her thirst was great; but she had now no longer any 
headaches. No doubt strict dieting had produced a change in her 
symptoms. She was now passing a large quantity of urine, about 
80 oz. a day; the sp. gr. was 1013, its reaction acid, and it contained 
blood and albumen, the latter to the amount of 4 grammes to the 
litre. Under the microscope, granular casts and blood corpuscles 
were seen. There seemed to be a feeling of resistance in the left 
renal region; and, while both legs were edematous, the left one was 
more markedly so. 

Since there were anomalous features in this case, it was decided 
to keep the patient under observation and treatment. It did not 
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seem to be a simple case of pregnancy nephritis, the presence of 
blood in the urine being very persistent and the edema of the legs 
being irregular. There was a suspicion that there might be a renal 
tumour, e.g., a hypernephroma; but this suspicion could hardly be 
confirmed till labour had occurred. On August 16th the patient was 
practically in the same state, save that the albumen in the urine was 
now 2 grammes per litre; blood was still present. A month later the 

blood had disappeared although the albumen continued (1°75 grammes 
to the litre); her diet was not now so rigidly restricted to milk. The 
pregnancy went on normally, and on October 31st the state of the 
urine was decidedly better, only a cloud appearing on boiling. The 
amount of albumen was 1 gramme per litre. There was still slight 
swelling of the legs; but there was no longer any hematuria and 
there were no headaches. On November 15th she was safely delivered 
of a living male child, which presented by the breech, position 
R.S.P. It weighed 6 1b. 3 oz. and measured 203 in. in length. The 
placenta weighed 1 lb. 20z. After delivery the left kidney was found 
to be distinctly enlarged and somewhat displaced and movable. 
There is still some albumen in the urine, but no blood. She is in the 
hospital now (December 8). The renal swelling feels as if it might 
be a cystic condition. 

(To be continued.) 
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What is the Pelvic Floor? A Criticism: in which the 
Position of the Urinary Bladder during the latter 
months of Pregnancy and during Labour is 
considered. 


By R. H. Paramore, M.D. (Lond.), F.R.CS. (Eng.). 


Part I. 


Ir is difficult to believe that there exists to-day a definite meaning 
to the term “ pelvic floor,” so varied are the uses to which it is put in 
obstetrical and gynecological literature. Some authors apparently 
understand by it nothing more than the perineal body, whilst others 
would seem to include all the structures found between the brim of 
the pelvis and the perineal skin. It is obvious that such indefinite- 
ness is anything but satisfactory, and cannot but act as a stumbling 
block to progress. 

It is true that ordinarily the term “abdominal wall” is used to 
designate all the structures, from the skin to the peritoneum in- 
clusive, of which it is composed; and similarly to be consistent, we 
ought to include in the term “ pelvic floor” all the structures between 
the skin of the perineum and the peritoneum of the pelvis; and many 
authors do so, that is to say they include some of the viscera. Thus 
it is quite common to see it stated that the cervix uteri forms part 
of the pelvic floor, and this has been advanced as a reason for leaving 
it behind when the uterus has to be removed; an imaginary fear, for 
experience has shown that this structure is quite unnecessary for the 
support of the superimposed viscera, as, e.g., can be demonstrated by 
examining the results of Wertheim’s operation. 

But that something is necessary for the visceral support, we 
already know; and it is recognized that the mass of heterogeneous 
tissues found in the lower part of the pelvis, is not a mere partition, 
separating the cavity within from space without, upon which no 
pressure bears, and which, therefore, is called upon to exert no 
corresponding pressure upwards—a partition in the horizontal plane, 
but still a partition only; but, on the contrary, that, in the erect 
posture, continuous and frequently considerable upward pressure is 
essential for the preservation of the visceral position. It is this 
something, which exerts this upward pressure, to which the term 
“pelvic floor” should alone be applied. 

On looking up the subject of the connotation of words and the 
meaning of names, I find it stated that (Welton’s Logic, 1896, vol. i, 
p. 54): “All the attributes directly implied by a name form its 
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Connotation . . . but this includes . . . only those on account of 
the possession of which the name is given, and wanting any of which 
it would be denied.” 

It will be allowed that the connotation of the word “ floor” is its 
attribute of “support.” The idea of support is inseparably associated 
with the word floor; take away this attribute, and the word cannot 
properly be used, or if it be used, it can only be employed as a 
meaningless name and result in confusion. 

No one will deny that the essential element in the structure of 
the abdominal wall is the muscular and fascial layer; and by fascial 
layer is to be understood, not the connective tissue sheaths of the 
muscles, but the tendinous continuations of these muscles. Yet it 
is common custom to think that the abdominal cavity is not opened 
until the peritoneum is incised. This is, in one sense, unfortunate, 
for the abdominal cavity may quite truly be considered to be limited 
by its bony and musculo-fibrous layers, and to be filled by a mass of 
more or less loose connective tissue (sub-peritoneal tissue) within 
which the abdominal viscera are embedded. To an extent 
dependent upon the movements, which its function necessitates, 
each viscus is more or less completely enclosed by the continuations 
of a serous membrane, which forms one large, closed and empty sac, 
for it is potential only, and is, in fact, not a cavity but a capillary 
eleft between the several viscera. It seems to me, therefore, nearer 
the truth to regard the osseous and fibro-muscular layers, which play 
such important parts in the mechanism of the efficient blood supply 
(Hill) of this uniform and plastic mass, and in the maintenance of 
its several parts in their respective positions (Keith), as the veritable 
walls, roof and floor of this closed, yet actual space; and to look upon 
the serous sac as an internal structure only, forming an integral part’ 
of the visceral mass, as indeed its function shows us plainly enough 
that it is. The recognition of facts of such physiological importance 
can only be met by the limitation, and therefore a correspondingly 
increased significance, of the terms “abdominal wall” and “pelvic 
floor” ; a connotation which should include nothing more and nothing 
less than the essential attributes of these structures. Thus with such 
a nomenclature, we should begin to recognize the true value, even in 
common speech, of this musculature, and on abdominal section 
appreciate the fact that the abdominal cavity is opened into when 
the subperitoneal tissue is come upon after the musculo-fascial layer 
has been incised; but owing to the importance of the peritoneal sac 
in surgery, all attention has been paid to this, and the conception of 
the real wall of the abdomen, and what it does, has suffered. From 
the point of view of the history of abdominal surgery, this has been 
proper enough; but surely the time has now come to look at these 
structures in the light of a fuller knowledge in order we may grasp 
the important functions which they subserve. 


110 Journal of Obstetrics and Gynecology 


If such a conception were brought to bear upon the pelvis, its 
cavity, its viscera and its floor, what a host of difficulties would be 
removed and how simple and full of meaning would the anatomy of 
this region become. It is shut in below by the essential supporting, 
and therefore limiting, osseo-fibro-muscular layer upon which the 
inferior pole of the plastic mass, which fills in its cavity, rests. 
The foundation of this conglomeration of viscera, pelvic as well as 
abdominal, consists of connective tissue of varying consistence, 
which not only pervades the whole visceral region by sending in 
fat-laden processes with the various vessels and nerves in the 
different mesenteries, but also forms an envelope, which efficiently 
separates it on all sides, except where afferent or efferent passages 
and blood-vessels pierce it, from the osseo-fibro-muscular walls. 
Derry has already ably pointed out that this connective tissue of the 
pelvis is nothing other than subperitoneal tissue, and there can be no 
doubt it belongs to the visceral rather than to the supporting, 
limiting element.1_ Here then we have an additional reason for re- 
garding its thickenings to be a means for retaining the various parts 
of the visceral mass in a definite relation with each other, and to 
function by tending to prevent any internal displacement. This 
connective tissue envelope is, however, itself attached to these osseo- 
fibro-muscular walls of the pelvic cavity; in some places loosely, in 
others more firmly: and it is of interest to find that these firm attach- 
ments consist for the most part of condensations of its tissue about 
the blood-vessels, and for this reason these thickenings have col- 
lectively been called the “ perivascular tissue.” But it is to be 
noticed that the vascular system belongs primarily to the visceral 
mass; and that to supply the central nervous and the voluntary 
muscular systems, its branches have to pierce the connective tissue 
envelope in order to escape from the body cavity and to reach the 
head, the limbs and the musculature of the trunk. As they do so, 
they carry with them a sheath of this connective tissue; which sheath 
is, in fact, a condensation of this tissue. This condensation of con- 
nective tissue about the vessels is found everywhere in the body, and 
there is no reason to suppose that its existence about the femoral 
artery or the carotids is for some other purpose than is that about the 
vessels of the pelvis. If the tissue about these latter is supporting in 
character, what is the function, it may be asked, of the same sort of 
tissue about the extra-abdominal vessels? There is no doubt that 
this tissue belongs to the vascular system, and is indeed a product of 


1. This author says (“Real Nature of the So-Called Pelvic Fascia,’ Journ. Anat. 
and Physiol., Oct., 1907): “ .. . the viscera are all enveloped in sub-peritoneal 
connective tissue which is . . . mesoblastic in origin. The viscera, therefore, are 
simply invested by the remains, in this mesenchymatous form, of the tissue in 
which they originally developed, and the same applies to the vessels which supply 
them.” 
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its functioning: that it is, in fact, supporting in nature, but that it 
supports not bodies outside it, not the viscera to which the artery it 
surrounds may lead, but the wall of the vessel itself; and that it pre- 
vents, or tends to prevent, a too great distension. It can do this, we 
know, temporarily, but when the essential element of the arterial 
wall has become inefficient from disease, we also know this external 
coat is unable to support the internal pressure, and in consequence 
an aneurysm results. With each pulsation of an artery, a sudden 
distension of its calibre and stretching of its wall, with a subsequent, 
slower rebound (a rebound due to its own essential tissue) occurs; 
and it is certain that this recurring pulsation and the continued re- 
petition of the expanding movement of the arterial wall, which of 
necessity must cause a similar movement of the tissues immediately 
about it, determines the condensation of this circumferential con- 
nective tissue. 

But in contrast to such a conception, if all the structures between 
the skin and the peritoneum are to be included in the designation 
“ floor,” that is to say the intra-pelvic part of the vagina, the biadder, 
the cervix uteri, and the lower part of the rectum, to be consistent 
we must say the peritoneal cavity (sic) is roofed in by the liver, and 
that its posterior wall is formed by the kidneys and ureters, the 
pancreas and its ducts, and by parts of the duodenum and colon! 
But since, as far as I know, the peritoneal cavity has never been 
described as bounded in this way, why should the bladder be said to 
form, or to take part in the formation of its floor? A conception, 
which is as much at variance with fact as it is remarkable; for the 
position of the bladder depends upon the condition of the muscle 
below it, and upon the visceral pressure, and when the former 
becomes impaired or the latter sufficiently increased, the bladder in 
part is extruded. 

But these inconsistencies are not all. The idea that the pelvic 
floor is composed of such heterogeneous structures, through which 
the fecal mass is expressed during defecation, and the child has to 
pass, similarly expressed, during parturition, has resulted in the 
essential supporting and obstructing element being forgotten, over- 
looked, and recently denied. From descriptions of the mechanism of 
child-birth, in books of to-day, one would think that the levator ani 
muscle only occupied the posterior part of the pelvic outlet, instead 
of sending forwards two arms in front, which pass to the pubes, and 
at their attachments to the bone are only separated from each other 
by an interval of one inch or even less in primipare. But in place 
of a definite, concise, and clear description which the student might 
understand, and which above every reason, is a faithful representa- 
tion, we have been taught that the pelvic floor consists of two parts, 
one anterior and the other posterior, called the pubic and sacral 
segments, which are stated to be parted in opposite directions by the 
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descent of the child, like the opening of a pair of folding doors, not 
both outwards as we should expect, but one upwards against and past 
the descending and close fitting head, and the other downwards in 
front of it. That on childbirth, the pubic segment “made up of 
loose tissue—viz., bladder, urethra, anterior vaginal wall and 
bladder—peritoneum ” is drawn upwards, whilst the sacral segment, 
consisting “of rectum, perineum, posterior vaginal wall, and strong 
tendinous and muscular tissue” is pressed downwards (Hart and 
Barbour, Gynecology). Such a simile cannot fail to create the im- 
pression of a transverse division of the floor into an anterior ascend- 
ing and a posterior descending part, even if the writer did not intend 
his words to have such a meaning.! 

Yet this teaching has become widespread, indeed appears to be 
universal. Thus Kelly and Noble (Gynecology and Abdominal 
Surgery, 1907, vol. i, p. 390) say: “ It must suffice to point out that 
the anterior or pubic segment of the pelvic floor, consisting of the 
anterior vaginal wall, bladder, uterus, utero-sacral ligaments (and 
also the intestines contained in the pelvis), receive direct support 
from the perineum (sic) or sacral segment of the pelvic floor, and 
that the chief factors in affording this support are the levator ani 
muscle and the pelvic fascie.” Since these authors recognize the 
part played by the muscle (and they add, the pelvic fascia), one 
wonders why they describe the anterior vaginal wall and the other 
viscera as part of the pelvic floor. Is it not unnecessary and 
confusing ? 

Whitridge Williams rightly appreciates the value of the levator 
ani muscle, for, in his valuable work on Obstetrics (Edition of 1908, 
p. 247) he says: “Of these structures the most important are the 
levator ani muscle and the fascia covering its upper and lower sur- 
faces, which for practical obstetrical purposes may be considered as 
constituting the pelvic floor.” And if for obstetrical, why not for 
gynecological, indeed, for universal purposes? 

This author continues, without giving any reason, however, for 
his opinion: “The muscles forming the pelvic floor would not be 
sufficiently strong to afford support to the pelvic contents were they 
not re-inforced by the strong pelvic fascia . . . .” Concerning this 
statement, one may venture to ask, what is the value of an opinion in 
respect of any scientific question, without the reason or reasons upon 
which the opinion is based ? 

Further on this author adds: “ From a practical point of view, 
Hart has divided the pelvic floor into two segments—pubic and 
sacral—which are separated from one another by the vagina;” an 
addition, which, to my mind, only obscures the picture. 


1. Thus Dr. Berry Hart, in his “Atlas of Female Anatomy,” says: “This divi- 
sion of the Pelvic Floor into two segments is an exceedingly convenient one, but 
holds strictly true only for Sagittal Mesial Sections.” 
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Moreover, it is to be noticed that although the anterior part of 
the pelvic floor, which is essentially part of the levator ani muscle, 
is distinguished from the posterior by the passage of the rectum, 
vagina and urethra, these structures do not separate the one part of 
the muscle from the other; but that the anterior and posterior parts 
are directly continuous with one another, as anyone can satisfy him- 
self by digital examination. The vagina does indeed divide the 
anterior part of the pelvic floor into two equal parts, but it does so 
in the sagittal plane and not transversely. It is indeed quite easy to 
palpate the continuations of the muscle forwards on each side, close 
by the lateral vaginal-walls to which they are adherent, and to trace 
them forwards to the pubic bones. It is, as we have said, between 
these two muscular arms that the child has to pass, and this 
relationship, owing to the injury that its passage may inflict and 
subsequently allow of some visceral extrusion, is of far greater 
importance than is that of the child to the posterior part of the 
pelvic floor, that is, with the superficies of the levator; and we 
should better appreciate this fact by speaking of the lateral segments 
of the pelvic floor than of the incomprehensible anterior and posterior 
segments. It is true that the vagina does separate the compressor 
urethre muscle with the triangular ligament from the superficies of 
the levator ani; and although the former doubtless play a part in the 
support of the viscera, this, when compared with that of the levator 
ani, is such a minor réle, that it may for practical purposes, e.g., the 
statics of the viscera, be neglected. 

But Hart and Barbour! say that the so-called pubic segment of 
the pelvic floor (z.e., bladder and anterior vaginal wall) ascends 
during labour, is in fact pulled upwards by the uterine contractions; 
thus: “ Uterine action pulls up the pubic segment, and drives the. 
child down against the sacral one . . . thus the bladder is drawn in 
part above the pubes.” Since the conception of the pelvic floor, as 
promulgated by these authors, is based upon this supposition, it is 


essential we should investigate it. To the discussion of this we must 
now turn. 


1. Hart and Barbour, Gynecology, 5th ed., 1897, p. 66. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class), 


i. 


Notes on Tonic Contraction of Bandl’s Ring in 
Two Cases of Transverse Presentation with 
Remarks. 

By M. Sryyetramsy, M.D., F.R.CS., 
Medical Superintendent, de Soysa Lying-in Home, Colombo, Ceylon. 


Tue special interest attached to these two cases, their extreme rarity, 
and the absence of any reference in standard text-books, warrant 
my recording them. 

Case 1. A married Singhalese, quintipara, aged 30 years, who 
had always enjoyed good health and whose previous labours had 
been uncomplicated, was admitted into De Soysa Lying-in-Home on 
the 19th March 1905, with labour pains of nearly three days’ 
duration. The membranes had ruptured 24 hours before admission, 
and prolapse of one arm soon followed. 

The patient had an anxious look. The pulse was feeble and 
120 per minute. Temperature 102°F. She complained of no pains, 
and on palpation the uterus was found neither very hard nor tender. 
Fetal heart sounds were heard, but the foetal outline could not be 
clearly mapped out. The prolapsed arm was swollen and of a bluish 
colour. 

On making a vaginal examination the cervix and lower uterine 
segment were found hanging loosely below the retraction ring, which 
was firmly gripping the right arm below the shoulder. Under 
anesthesia it was impossible to insinuate even a finger between 
the prolapsed arm and the retraction ring. The arm was found 
fractured as a result of repeated efforts by a village midwife to effect 
delivery. 

As turning and decapitation were out of the question, the patient 
was prepared for Cesarean section in spite of the evidence of intra- 
partum infection, as shown by fever and the history of repeated 
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tampering by the village midwife. Cesarean hysterectomy was per- 
formed under chloroform anesthesia. The pulse after the operation 
was small and 120 per minute. Respiration appeared to be 
laboured. The child which was in a state of asphyxia was resuscitated 
after prolonged artificial respiration. A subcutaneous injection of 
nearly 3 pints of normal saline solution under the right breast, and 
a hypodermic injection of strychnine were given. The patient passed 
a fairly good night and appeared no worse on the following morning, 
but from then she gradually grew worse and died on the 4th day, 
nearly 34 hours after the operation. Rapid pulse, dry and furred 
tongue, vomiting and tympanites, were the leading symptoms. Post- 
mortem examination revealed no peritonitis. Except a slight con- 
gestion of the lungs and kidneys, all the organs appeared to be 
normal. 


Case 2. A married secundipara, aged 22 years, was admitted on 
the 15th April 1907. 

The first labour, though tedious, had been a normal one. The 
second began 16 hours before admission and the membranes had 
ruptured 4 hours after the commencement of labour. The patient 
had been examined by a midwife, and two physicians had made 
ineffectual efforts to deliver the child. 

On admission the patient complained of severe pain and tender- 
ness over the uterus, which was felt to be hard. It was impossible 
to make out the foetal outline and the fcetal heart sounds were not 
heard. 


On vaginal examination the cervix and lower uterine segment 
were found hanging loosely down. The retraction ring was 
in a state of tetanic contraction and barely admitted a couple of 
fingers. The child was lying transversely. Under complete 
anesthesia the left arm was brought down with great difficulty. 
The neck was found to be high up, and an attempt to reach it with 
the decapitation hook having failed, it was severed just above the 
shoulders with a pair of scissors. Delivery of the trunk by traction 
on the prolapsed arm proved a failure, owing to the unyielding 
nature of the retraction ring. The divided end of the trunk was, 
however, caught between the blades of a Barnes’ cranioclast, and 
delivery was effected by steady pulling. The ring suddenly yielded 
and the trunk came out with a jerk. Delivery of the head was then 
easily effected with forceps, as the retraction ring had by this time 
sufficiently opened out to allow of its passage. The placenta was 
manually removed; a brisk postpartum hemorrhage was controlled 
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by a hot intrauterine douche. The patient made an uninterrupted 
recovery, the temperature not rising above normal except on one 
occasion when it went up to 100°F. The patient was discharged on 
the 10th day of her puerperium. 


Remarks. Tetanic contraction of the retraction ring or hour- 
glass contraction of the uterus is a rare complication following 
delivery of the child. It has been attributed to such causes as 
tedious labour with frequent examinations, operative interference, or 
the injudicious use of ergot. It prevents expulsion of the placenta. 
I find no reference to this condition before delivery of the child in 
any text-book on midwifery I know of. I cannot conceive that this 
complication, which has occurred twice in my practice, has not 
arrested the attention of others. In both my cases the complication 
arose as a result of a transverse lie. An ordinary case of neglected 
transverse presentation is usually followed by tonic contraction of 
the active portion of the uterus and stretching and over-distension of 
the lower uterine segment. The retraction ring ascends as a trans- 
verse or oblique groove as high as the umbilicus. But in both my 
cases the foetuses were shut off by the tonically contracted retraction 
ring within the active portion of the uterus, with the exception of 
the prolapsed arm in the first case. In both, the membranes had 
ruptured several hours before admission (24 and 12 hours re- 
spectively). In the first case the village midwife had made several 
attempts to deliver the child by traction on the prolapsed arm; and 
in the second case two physicians had made ineffectual attempts at 
delivery evidently by intra-uterine manipulation. There was tonic 
contraction of the retraction ring in both. But there was little or no 
tonic contraction of the uterus in the first case, although partially 
present in the second case. The presence of this condition in the 
latter, in spite of the shorter duration of labour as compared with 
the former, was probably due to the repeated attempts at delivery 
by intra-uterine manipulation. 

The absence of tonic contraction of the uterus in the first case is 
very interesting. The child was alive. There was obstruction but 
it was at the retraction ring. 

A rigid cervix is known to obstruct delivery and even to produce 
rupture of the uterus as a result of the stretching of the lower 
uterine segment. In hour-glass contraction of the uterus complicating 
retention of the placenta, the latter is very often not separated owing 
to the absence of proper uterine contraction. Is the absence of 
uterine contraction in these cases due to uterine polarity? Did the 
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tonic contraction of the retraction ring in my first case prevent the 
uterus falling into a tetanic condition. If the retraction ring is the 
internal os, the question of polarity is certainly admissible. 
Schroeder, Barbour, Von Franqué, Ruge, and others maintain 
that the retraction ring is not the internal os, and that the lower 
uterine segment is formed from the lower part of the body of the 
uterus; while Bumm, Blumreich, Bandl, Zweifel, and others uphold 
that it is derived from the internal os. Aschoff states that the con- 
troversy is largely due to the want of agreement as to what con- 
stitutes the cervix. According to him the uterus is divided into 
three portions: (a) the cavity of the uterus lined by the endometrium, 
(6) upper third of the cervical canal, which he calls the isthmus, 
lined also by the corporeal endometrium, and (c) the lower two-thirds 
of the cervix constituting the spindle-shaped cervical canal lined by 
the typical cervical endometrium. He further states that between 
the body of the uterus and the isthmus there is the anatomical in- 
ternal os, and that between the isthmus and the cervical canal the 
histological internal os. He also states that the isthmus during 
pregnancy constitutes the lower uterine segment, it having been 
transformed into it by a process analogous to canalisation of the 
cervix. The upper limit of the lower uterine segment, the so-called 
contraction ring, therefore corresponds to the anatomical internal 
os, the region of the circular vein, and the firm attachment of the 
peritoneum. In the virgin uterus its position is marked externally 
by a slight constriction and corresponds to nearly its middle. If the 
retraction ring is the anatomical internal os, its tetanic contraction 
perhaps prevents the active portion of the uterus passing into the 
same condition by polar divergence. But the presence of tonic con- 
traction of the active portion of the uterus in the second case upsets 
the theory of polarity. But it must be remembered that this con- 
dition was only partially present unlike that often seen in neglected 
cases of transverse presentation perhaps as a result of intra-uterine 
manipulation. The non-detachment of the placenta, requiring arti- 
ficial removal, and the brisk postmortem hemorrhage that followed 
it, clearly show that there was a certain amount of atony of the 
uterus following delivery of the child—a complication which seldom 
or never follows a well marked case of tonic contraction of the uterus. 


I therefore propose to classify neglected cases of transverse pre- 
sentation into 2 varieties :— 


1. Cases in which there is considerable thinning and over- 
distension of the lower uterine segment, into which the head and a 
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portion of the trunk have been driven. Clinically the condition pre- 
sents the following features: hard and tender uterus, absence of 
foetal heart sounds, inability to map out the fetal outline, Bandl’s 
ring felt as a transverse or oblique groove somewhere in the neigh- 
bourhood of the umbilicus, prominence of one or both round liga- 
ments, etc. 

2. Cases in which the fetus is retained in the active portion of 
the uterus by tetanic contraction of the retraction ring, the lower 
uterine segment and the cervix hanging down in a ‘laccid state. 
The arm may or may not be prolapsed. Clinically the condition can 
be recognized by the absence of tonic contraction of the uterus, by 
the fetal outline being felt and the fetal heart sounds heard, the 
retraction ring not being felt, by the absence of signs of foetal death, 
the relaxed condition of the lower uterine segment and cervix, and 
the tetanic contraction of the retraction ring. 

Whether hour-glass contraction of the uterus is present in 
presentations other than transverse I am unable to say, but its 
possibility cannot be denied. 


[For Aschoff’s paper see this JourNaL, vol. xiii, p. 224.—Ep.] 
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REVIEW OF CURRENT LITERATURE. 


The Value of Scopolamine-morphia in Gynzcology. 

E. Borscu, Basle (Zentralb. f. Gyn., 1908, No. 49), reports that in the Women’s 
Hospital at Basle scopolamine morphia has, since 1905, been systematically adminis- 
tered before every narcosis more than 2,000 times, with most satisfactory results and 
without causing any alarming symptom in a single instance. The patients were given 
one gramm of veronal on the evening before the operation and, one hour before it, 
a single dose of scopolamine hydrobromide 0°0005, with morphia muriate 0°015. The 
acceleration of the pulse noticed by Siebert did not occur except after extensive 
operations and Boesch therefore attributes it to the trauma of the operation and not 
to the effect of scopolamine, 


Atresia Vaginz, with Hzmatometra, Hzmatosalpinx, and 
Hematovarium. 

Asram Broruers (Gynaekologische Rundschau, 1908, Heft 24). The patient, 
aged 21, had never menstruated. Pain and an abdominal swelling extending up to 
the umbilicus were present. Under an anesthetic this swelling could be differentiated 
into two distinct cysts. ‘These were removed, and were found to consist of a thick 
walled uterus, distended with fluid, and a large monocystic ovary filled! with blood. 
The vagina was absent, and the cystic uterus and ovary showed the results of 
menstruation extending over 4 years. Reviewing the literature on the subject 
Brothers quotes the opinion of Veit and Nagel that many cases of so-called congenital 
atresia are really acquired after birth and are due to adhesions resulting from 
vaginitis. Brothers, during the last twenty years, has collected 164 cases of retention 
of menstrual blood. In 145 of these cases the retention was primary and due to 
malformation of the Miillerian ducts, or to intra-uterine adhesions; secondary reten- 
tion from acquired conditions was present in 19 cases. The genital canal was single 
in 80 cases, and double in 65 cases of primary retention. Reviewing the history of 
the treatment of congenital atresia during the last 20 years Brothers concludes that - 
the best method of dealing with these cases is by laparotomy, which appears likely 
to be the operation of choice in the future. Removal of the uterus and the tubes 
and ovaries is more satisfactory than leaving the uterus with an ill-developed vagina. 
One hundred and sixty-four references are given in the literature of the subject. 


E. Scorr CARMICHAEL. 


Postclimacteric Hemorrhage due to relative Hypothyroidism. 

C. C. Watts (Jour. Amer, Med. Ass., vol. li, p. 2157). Physiological antagon- 
ism between the internal secretions and the thyroid and ovaries has been recognised 
in a general way for some time. Bandler attributes many of the nervous sypmtoms 
arising in adolescence and at the climacteric to “relative thyroidism” by which 
term is signified a failure on the part of the ovaries to produce enough secretion to 
neutralise entirely the product of the thyroid. When the normal balance is dis- 
turbed in the direction of deficiency of the thyroid secretion, i.e., “hypothyroidism,” 
Wallin considers that such an alteration may give rise to uterine hemorrhage, and 
quotes a case in which a patient some years after a somewhat early menopause 
developed symptoms of general nervousness and enlargement of the thyroid, together 
with uterine hemorrhage, all of which symptoms were alleviated by the adminis- 
tration of thyroid extract. C. Nepzan Loneripce. 
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The Permanent Results of the Alexander-Adams Operation. 

W. Hannes, Breslau (Zentralb. f. Gyn., 1908, No, 49), abstracts from a disserta- 
tion by Pretschker the following statistics of the Breslau Frauenklinik relating to the 
years 1898 to 1906 inclusive. Since 1900 the operation has been done in Edebohl’s and 
Goldspohn’s way, with opening of the processus vaginalis peritonei. Among 71 women 
who were subsequently examined there were only 3 (42 per cent.) in whom the 
retroflexion had recurred. Pregnancy had taken place in 28 (394 per cent.) who 

i altogether had had 51 normal confinements. There were ten instances of abortion 
| but all were independent of the operation: in one instance there was syphilis, in 
another the abortion was induced, and 7 women who aborted also carried to term. 
There was only one case of hernia in the cicatrix of the wound but that was bilateral. 
He concludes that for perfectly mobile retroflexion, or such as can be made so, the 
Alexander-Adams operation fulfils all requirements, 


: Bilateral Paralysis of the Crural Nerve after Gynzcological 
Operation. 

K. Menvex and B. Wotrr (Berliner kl. Wehns., 1908, No, 48) report that in a 
fe woman, aged 34, on whom, under narcosis, an. operation was performed for the 
; removal of an adnexal tumour, a severe paralysis of the crural nerve on both sides 
supervened. This cannot be supposed to have been due to the anesthetic; it must 


have been caused by injury to the nerves owing to the position of the patient during 
the operation. 


5 Secondary Papillomatous Tuberculosis of the Cervix. 
ie Montanett1 (Zentralb. f. Gyn., 1908, No. 39, S. 1296) reports two cases :— 
(1) A woman, aged 25, who had been married for three years but had not been 
pregnant, sought advice for amenorrhcea which had persisted for some months. Her 
uterus was normal in size and position, but there was an erosion on the portio which 
bled very easily and some polypi protruded from the cervical canal, in which micros- 
copic examination disclosed numerous giant cells lying in freely branching papille. 
A quantity of tissue containing tubercles was removed with the curette and total 
hysterectomy was therefore performed with removal of the adnexa. In the specimen 
numerous tubercular nodules in process of caseous degeneration were found in the 
distal end of the right tube. Numerous tubercles were found in the mucosa of the 
corpus and of the collum and in the musculosa of the collum also. (2) A nullipara, 
aged 28, who had never conceived, had menstruated very irregularly for two years, 
and her last menstruation 5 months ago had been followed by profuse fluor with 
some hypogastric pain. The uterus was diminished in size but profusely bleeding 
proliferations protruded out of the cervical canal, and with the microscope tubercles 
were found in these papillomatous growths. No lesions could be detected in other 
parts of the patient’s system, nor had she any pyrexia during 14 days she was under 
observation; her inguinal glands were hard and slightly enlarged. The atrophied 
uterus was removed by total extirpation. Microscopically, caseated foci were found 
at the isthmus of each tube, as well as nodules in the musculosa of the uterus and 
in the mucosa of the cervix. From a detailed review of these and other cases 
Montanelli concludes that the tuberculous affection of the cervix is probably a 
secondary process descending from the tubes and that therefore, as in malignant 
cervical disease, the only indication for treatment is total extirpation. 


Pseudo-tuberculosis of the Peritoneum due to Vegetable Residua. 

AxgssanpRI (J Policlinico, August, 1908) reports upon a case of peritonitis with 
adhesions and growths in the form of small miliary nodules, operated upon in the 
clinic at Rome, which offered all the appearances of tuberculosis but in reality was an 
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old and dormant perforation peritonitis after a gastric ulcer, the nodules being 
vegetable residua encapsuled by the peritoneum. The woman recovered. Alessandri 
has only been able to find four similar cases recorded. The fourth case (Zieglers 
Beitrége, Band 42, 1907) was operated on as a case of tuberculous peritonitis, and 
nothing more was done than allowing the brownish coloured exudate to escape: the 
patient died and the numerous nodules supposed to be tubercles proved to be encap- 
suled particles of food surrounded by giant cells. In fhe present case nothing is 
said of exudation, the operation consisted in separating adhesions. 


Mucometra in connection with Cervical Carcinoma. 

R. Bransaum, Gottingen (Zentralb. f. Gyn., 1908, No. 49), describes a case of 
adenocarcinoma cervicis extending to the mucosa of the corpus uteri with the forma- 
tion of mucometra owing to atresia of the internal os. The woman, who was 56 
years of age, one year previously had refused a radical operation and had therefore 
been curetted and cauterized for the so-called malignant adenoma of the cervix. 
Twelve months afterwards she returned desiring total extirpation. There was no 
recurrence in the vagina but a radical abdominal operation was nevertheless performed 
and true adenocarcinoma was found in the corpus uteri. The case is a good example 
of the transition of the so-called pure adenoma into true carcinoma. 


Observations on the Pathogenesis of Adenocarcinoma of the 
Uterus. 

Ferroni (Annali di Ostetricia, November, 1908) reports three cases of uterine 
adenoma, of which the subsequent development was interesting from a clinical as 
well as from a pathological point of: view. In most respects the three cases were 
very similar. The patients, aged respectively 37, 45 and 46 years, were all pluri- 
parae, and before admission to hospital had suffered from profuse menorrhagia and 
slight metrorrhagia. General objective examination revealed nothing abnormal in 
one case. In the other two there was marked emaciation, heart murmurs, and renal 
cells and hyaline casts in the urine but no albumen. In all, the adnexa were normal. 
In one case the uterus was normal in volume, but there were profound erosions on 
the anterior lip of the cervix; it proved, however, to be non-malignant. In the 
others, the uterus was soft and increased in size, with a cavity larger than normal. 

Curetting was performed in all three cases, and the scrapings, examined micros- 
copically, revealed typical adenomatous structure, and also, in two of the cases, 
plural stratification of the glandular and investing epithelium. The diagnosis of 
adenoma of the uterine body was established, and as the possibility of further 
malignant change seemed indicated in two of the cases at least, it was thought wiser 
to perform a radical operation and hysterectomy was done 19, 9, and 15 days respec- 
tively after curetting. 

Macroscopic examination showed : (1) that in all three uteri there was increase in 
volume and also increase in thickness of the mucosa; (2) in the body of one uterus 
there was a pedunculated swelling the size of a hazel-nut, which had evidently 
escaped the spoon ; and in that of another, there were two small nodules of interstitial 
fibroma; in the third, the tubes were blocked at the fimbriae, there were two small 
interstitial nodules in the right tube, and in the right ovary an enlarged corpus 
luteum in incipient cystic degeneration. 

Microscopic examination showed: (1) that, in all, the glands were increased in 
number, tortuous and elongated with stratified layers of epithelium and incipient 
neo-plastic changes; (2) that the investing epithelium contained in some places 
formations of neo-plastic villi; in one case, there were zones or plaques of flattened 
carcinomatous cells, with leucocytic infiltrations and hemorrhagic infarcts. 

Ferroni concludes that, in these three cases, a few days after the scraping away 
of the residual elements of a typical simple adenomatous uterus, an endometritis 
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had been produced no longer of the preceding type, but in many points carcino- 
matous, or tending to become so, This view is confirmed by the course of a 4th 
case which came under his observation recently but of which he subsequently lost 
sight. The patient, a pluripara, 43 years old, came to hospital suffering from 
endometritis. Curetting was performed and microscopic examination showed a 
simple adenoma, less advanced in degree than the others. The woman returned 17 
months later, and fragments from a second curettage, indicated an incipient 
carcinoma of the body, developing from the glands and from the investing epithe- 
lium. Hysterectomy was resolved upon, but the patient’s mental health gave way, 
and the operation was never carried out. 

In addition to the pathological aspect of these cases their clinical course demons- 
trates two important facts,—(1) that a stimulus of any kind, such as curetting which 
injures the elements of a simple adenomatous endometritis, or incites them to rapid 
and intense reproductive activity, may disclose a possible latent tendency in the 
endometrium, and may hasten or precipitate its course towards a malignant process ; 
(2) that a benign adenoma of the uterine body, however incipient it may be, should 
not only create anxiety about the condition of the mucosa and necessitate repeated 
inspection of the patient, but may offer an urgent indication for immediate hyster- 
ectomy. J.H.F. 


Chorionepithelioma Malignum. 

F. A. L. Locxsarr (Montreal Med. Journ., 1908, No. 11, p. 785). This paper 
was read before the Canadian Medical Association in Ottawa and is based upon two 
personal observations and seven other cases observed in Canada. In relation to the 
wtiology of the disease, it is suggested that the health and condition of the maternal 
organism is of more importance than is commonly believed. In normal pregnancy 
there is an effectual resistance to undue proliferation of the trophoblast, in chorion- 
epithelioma this resistance is lost. Yet this is no explanation why the chorionic 
epithelium, attached to the stroma of the villus, should be innocent, and separated 
from it, malignant. In regard to the connection of the disease with excessive lutein 
formation, Lockhart considers that though the two are commonly associated there 
is not sufficient evidence. for assuming that excessive lutein formation is a cause of 
the disease. 

The histology, morbid anatomy, and symptoms, are fully described, and under the 
latter heading a case is recorded, fatal from secondary deposits, yet without any 
primary local symptoms whatever. In regard to prognosis from examination of 
microscopical sections, it is stated that an unfavourable opinion should be formed 
if the section reveals (1) a large number of cells showing sub-division of their 
nuclei, and (2) the presence of large numbers of Langhans’ cells especially if they 
appear as foci between the muscle cells. Should the secretion be composed chiefly 
of cells of the type of “wander cells” the prognosis is much more favourable. 
Lockhart recommends far more energetic treatment in all cases of missed abortion 
and retention of pieces of placenta after miscarriage. “These foreign and poten- 
tially dangerous bodies should be removed with great care and thoroughness, as 
soon as discovered, in order to prevent placental grafting with its possibly serious 
results.” 

The paper concludes with details of seven cases, including one in the male, and a 
full reference to the recent literature of the subject. J. A.W. 


Malignant Tumours of the Ovary. 

W. S. Garpver and 8, McCreary (Surgery, Gynecology and Obstetrics, Decem- 
ber, 1908) present the results of their study of eight cases of malignant tumours of 
the ovaries. A brief summary is given of the history and clinical findings in each 
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case. The ages varied from 45 to 57, and every patient had passed the climacteric. 
The microscopical appearances are fully described and are also illustrated by a large 
number of microphotographs. The tumours are classified as follows: four carcino- 
mata, two originating in adenocystomata, one in the papillocystoma, whilst the 
other was probably metastatic; two sarcomata; one hemangioendothelioma perivas- 
culare; and one hypernephroma of the broad ligament which possibly started in the 
ovary. The authors draw certain practical clinical conclusions: all ovarian tumours 
should be removed early, because primary carcinoma usually begins in a benign 
growth; an abdominal incision long enough to allow the tumour to escape intact 
should be used; and in all cases of bilateral solid tumours of the ovary, the surgeon 
should carefully examine the abdominal viscera, especially the stomach, 


Mites H. 
Malignity of Ovarian Cysts. 


LunckensEIN, Ansbach (Muenchener m. Wehns., 1908, No. 52), reports the follow- 
ing cases :— 

(1) In October, 1907, a virgin, 39 years of age, was admitted into hospital with 
symptoms resembling those of ileus; the diagnosis made was torsion of the pedicle of 
an ovarian tumour, and it was confirmed upon the laparotomy at once performed. A 
cystoma about the size of a child’s head was found with mucoid sanguinolent contents, 
in some parts of a thicker colloid nature; the tumour was slightly adherent to the 
parts about it. It showed no spots suggesting malignant degeneration. The woman 
was discharged apparently quite well on the fourteenth day after the operation. In 
May, 1908, eight months afterwards, her menstruation which, till then, had always 
been regular, scanty, and brief, became irregular and profuse, and hemorrhage extend- 
ing over 14 days led her to seek advice. Her uterus was enlarged but mobile; the 
discharge was very suspicious and her general appearance also. A test curettement 
revealed carcinoma of the corpus, in fact an adeno-carcinoma papillare. At the 
operation the entire uterus was removed; the parametria were not affected and there 
was nothing remarkable about the stump of the pedicle of the tumour which had been 
removed. Yet the nature of the carcinoma, and the fact that true carcinoma of the 
corpus is very rare, make it probable that the new growth was a metastasis of the 
ovarian cystoma in which a thorough microscopical examination would probably have 
revealed some local malignant degeneration. 

(2) In November, 1906, laparotomy was performed on a strong girl, 19 years of 
age, for the removal of a multilocular cyst-adenoma. The tumour was quite mobile, 
was removed completely, and macroscopically showed no signs of malignant change. 
In August, 1908, the girl, who had developed into a strapping, blooming woman, came 
for advice about hemorrhage which had persisted for eight weeks, and examination 
revealed an advanced carcinoma of the portio. The posterior lip had almost entirely 
crumbled away, the mobility of the uterus was impaired and the parametria infil- 
trated. On operation, the small pelvis was found to be almost completely filled with 
masses of hard infiltration. The glands, quite high up, were involved, and it was 
with much difficulty that the total extirpation, really undertaken for the hemorrhage 
and putridity, could be effected. The ureters could not be dissected free of the 
disease, and slight symptoms of uremia appeared in three weeks. The carcinoma of 
the portio might well have been a secondary metastasis. The patient on her part had 
for a long time suspected that she was pregnant and did not seek relief until the 
tumour had existed for about a year and a half. 

Lunckenbein concludes that an operator should be very reserved about the prog- 
nosis of an ovarian cystoma, until by exact histological examination he has convinced 
himself that there is no malignity in the tumour, on the other hand if he suspects 
anything of the kind he should, if possible, make a total exeresis of the internal 
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had been produced no longer of the preceding type, but in many points carcino- 
matous, or tending to become so, This view is confirmed by the course of a 4th 
case which came under his observation recently but of which he subsequently lost 
sight. The patient, a pluripara, 43 years old, came to hospital suffering from 
endometritis. Curetting was performed and microscopic examination showed a 
simple adenoma, less advanced in degree than the others. The woman returned 17 
months later, and fragments from a second curettage, indicated an incipient 
carcinoma of the body, developing from the glands and from the investing epithe- 
lium. Hysterectomy was resolved upon, but the patient’s mental health gave way, 
and the operation was never carried out. 

In addition to the pathological aspect of these cases their clinical course demons- 
trates two important facts,—(1) that a stimulus of any kind, such as curetting which 
injures the elements of a simple adenomatous endometritis, or incites them to rapid 
and intense reproductive activity, may disclose a possible latent tendency in the 
endometrium, and may hasten or precipitate its course towards a malignant process ; 
(2) that. a benign adenoma of the uterine body, however incipient it may be, should 
not only create anxiety about the condition of the mucosa and necessitate repeated 
inspection of the patient, but may offer an urgent indication for immediate hyster- 
ectomy. J.H.F. 


Chorionepithelioma Malignum. 

F. A. L. Locxwart (Montreal Med, Journ., 1908, No. 11, p. 785). This paper 
was read before the Canadian Medical Association in Ottawa and is based upon two 
personal observations and seven other cases observed in Canada. In relation to the 
ztiology of the disease, it is suggested that the health and condition of the maternal 
organism is of more importance than is commonly believed. In normal pregnancy 
there is an effectual resistance to undue proliferation of the trophoblast, in chorion- 
epithelioma this resistance is lost. Yet this is no explanation why the chorionic 
epithelium, attached to the stroma of the villus, should be innocent, and separated 
from it, malignant. In regard to the connection of the disease with excessive lutein 
formation, Lockhart considers that though the two are commonly associated there 
is not sufficient evidence for assuming that excessive lutein formation is a cause of 
the disease. 

The histology, morbid anatomy, and symptoms, are fully described, and under the 
latter heading a case is recorded, fatal from secondary deposits, yet without any 
primary local symptoms whatever. In regard to prognosis from examination of 
microscopical sections, it is stated that an unfavourable opinion should be formed 
if the section reveals (1) a large number of cells showing sub-division of their 
nuclei, and (2) the presence of large numbers of Langhans’ cells especially if they 
appear as foci between the muscle cells. Should the secretion be composed chietly 
of cells of the type of “wander cells” the prognosis is much more favourable. 
Lockhart recommends far more energetic treatment in all cases of missed abortion 
and retention of pieces of placenta after miscarriage. “These foreign and poten- 
tially dangerous bodies should be removed with great care and thoroughness, as 
soon as discovered, in order to prevent placental grafting with its possibly serious 
results.” 

The paper concludes with details of seven cases, including one in the male, and a 
full reference to the recent literature of the subject. J. A.W. 


Malignant Tumours of the Ovary. 

W. 8. Garpver and S. McCreary (Surgery, Gynecology and Obstetrics, Decem- 
ber, 1908) present the results of their study of eight cases of malignant tumours of 
the ovaries. A brief summary is given of the history and clinical findings in each 
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case. The ages varied from 45 to 57, and every patient had passed the climacteric. 
The microscopical appearances are fully described and are also illustrated by a large 
number of microphotographs. The tumours are classified as follows: four carcino- 
mata, two originating in adenocystomata, one in the papillocystoma, whilst the 
other was probably metastatic; two sarcomata; one hemangioendothelioma perivas- 
culare; and one hypernephroma of the broad ligament which possibly started in the 
ovary. The authors draw certain practical clinical conclusions: all ovarian tumours 
should be removed early, because primary carcinoma usually begins in a benign 
growth; an abdominal incision long enough to allow the tumour to escape intact 
should be used; and in all cases of bilateral solid tumours of the ovary, the surgeon 
should carefully examine the abdominal viscera, especially the stomach. 


Mites H. 
Malignity of Ovarian Cysts. 


LuncKENBEIN, Ansbach (Muenchener m. Wchns., 1908, No. 52), reports the follow- 
ing cases :— 

(1) In October, 1907, a virgin, 39 years of age, was admitted into hospital with 
symptoms resembling those of ileus; the diagnosis made was torsion of the pedicle of 
an ovarian tumour, and it was confirmed upon the laparotomy at once performed. A 
cystoma about the size of a child’s head was found with mucoid sanguinolent contents, 
in some parts of a thicker colloid nature; the tumour was slightly adherent to the 
parts about it. It showed no spots suggesting malignant degeneration. The woman 
was discharged apparently quite well on the fourteenth day after the operation. In 
May, 1908, eight months afterwards, her menstruation which, till then, had always 
been regular, scanty, and brief, became irregular and profuse, and hemorrhage extend- 
ing over 14 days led her to seek advice. Her uterus was enlarged but mobile; the 
discharge was very suspicious and her general appearance also. A test curettement 
revealed carcinoma of the corpus, in fact an adeno-carcinoma papillare. At the 
operation the entire uterus was removed; the parametria were not affected and there 
was nothing remarkable about the stump of the pedicle of the tumour which had been 
removed. Yet the nature of the carcinoma, and the fact that true carcinoma of the 
corpus is very rare, make it probable that the new growth was a metastasis of the 
ovarian cystoma in which a thorough microscopical examination would probably have 
revealed some local malignant degeneration. 

(2) In November, 1906, laparotomy was performed on a strong girl, 19 years of 
age, for the removal of a multilocular cyst-adenoma. The tumour was quite mobile, 
was removed completely, and macroscopically showed no signs of malignant change. 
In August, 1908, the girl, who had developed into a strapping, blooming woman, came 
for advice about hemorrhage which had persisted for eight weeks, and examination 
revealed an advanced carcinoma of the portio. The posterior lip had almost entirely 
crumbled away, the mobility of the uterus was impaired and the parametria infil- 
trated. On operation, the small pelvis was found to be almost completely filled with 
masses of hard infiltration. The glands, quite high up, were involved, and it was 
with much difficulty that the total extirpation, really undertaken for the hemorrhage 
and putridity, could be effected. The ureters could not be dissected free of the 
disease, and slight symptoms of uremia appeared in three weeks. The carcinoma of 
the portio might well have been a secondary metastasis. The patient on her part had 
for a long time suspected that she was pregnant and did not seek relief until the 
tumour had existed for about a year and a half. 

Lunckenbein concludes that an operator should be very reserved about the prog- 
nosis of an ovarian cystoma, until by exact histological examination he has convinced 
himself that there is no malignity in the tumour, on the other hand if he suspects 
anything of the kind he should, if possible, make a total exeresis of the internal 
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genitalia. Moreover it is the duty of the general practitioner to see that every 
ovarian tumour, even the “harmless” cyst, is submitted to operation as soon as 
possible, 


Dermoid Ovarian Cysts of Unusual Size. 

Epwarp N. Lieut (Journ. Amer. Med. Ass., vol. li, 1908, p, 2217). Three cases 
of dermoid cysts of unusually large size are recorded. The cysts with their contents 
weighed 42, 39 and 82 pounds respectively. All three were in connection with the 
left ovary. In the first case the patient was 42 years of age and had had three 
children; the cyst was very large and gave rise to considerable dyspnoea. It con- 
tained fluid of the consistence of glycerine, hair, a portion of a maxilla and nine 
teeth. In the second case the patient was a married woman aged 64. She had been 
conscious of a gradual enlargement of the abdomen for two years. In this case the 
tumour and contents, which included hair and four teeth, weighed thirty-two 
pounds. In the third case, a widow aged 68, presented signs of abdominal inflam- 
mation as the result of a fall. On operation a large suppurating dermoid containing 
hair, skin and teeth was found. The tumour weighed thirty-nine pounds. 

C. Nepean 


Modern Medical Treatment of Inflammatory Affections of the 
Uterine Adnexa. 


PIETRABISSA (Annali di Ostetricia, October, 1908) writes in support of the new 
methods of Bier, Klapp and Pincus in the treatment of inflammatory affections of 
the uterine adnexa. He considers that the objections to medical treatment in 
gynecology may be summarised in the question, “ Why should new means of conser- 
vative medical therapeutics be studied, when the surgical treatment of uterine 
lesions is becoming safer every day, and often obtains the radical cure of such 
affections in a few days, whereas medical measures are often tedious and expensive, 
and seem to yield less satisfactory results?” His answer consists in showing that if 
surgery has made brilliant advances, our medical knowledge has not stood still, and 
that in many cases, however excellent the immediate and objective results of surgical 
cure may be, the remote and subjective effects are often far from satisfactory, and 
leave the patient in a worse state than before operation. He concludes that, if surgical 
operations are unavoidable in some cases they represent the last resort, and that the 
new medical methods when chosen with discrimination and carried out with care, 
and perseverance, yield more effectual if not such speedy relief as has been some- 
times obtained by surgical means. He concurs with Chéron that ‘‘ The removal of a 
diseased organ far from being a victory is a therapeutic defeat. The gynecology of 
the future is a conservative gynecology,” and with Doléris who, at the Berlin 
Congress of 1890, said that “The ideal in gynecology, based on physiology and 
pathologic anatomy, is the recognition of the lesion combined with the restoration 
and conservation of function, of the organ affected.” 

Pietrabissa then describes the results he has obtained by the methods of Bier, 
Pincus, and Klapp, either alone, or in combination with massage, electricity, medi- 
cated baths, or drugs such as iodine and its salts, ichthyol or thygenol. As regards 
(1) Bier’s method, he found that: (a) passive hyperemia, procured by hot water 
packs aided by the thermophore, yielded most brilliant results in acute puerperal 
inflammations, and was excellent in certain pyogenic forms of infection, but proved 
useless or even dangerous in tubercular lesions; (b) active hyperemia induced by 
internal treatment with hot air, or by certain solidifying resinous substances, was 
most effective where pelvic peritonitis had left adhesions or hard masses, but unsatis- 
factory in forms of salpingo-dophoritis; (2) Klapp’s method of air-rarefaction by 
cupping-glasses was of greatest value in curing affections of the cervix uteri itself or- 
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such as had caused adhesions near it, especially chronic parametritis or Schulze’s 
posterior parametritis. Diseases of the body of the uterus, however, were scarcely 
if at all influenced by Klapp’s method, although theoretically much success had been 
expected in them also; (3) The method of Pincus, relying chiefly on three factors, 
the position of the patient on an inclined plane, intravaginal compression and 
abdominal compression, was found most beneficial in all forms of chronic adnexitis 
where adhesions had formed between fixed points, for example, between the pelvic 
organs and the bones of the pelvis, or the peritoneum. Hardly any result was 
obtained in cases in which adhesions had formed between different organs and the 
mass as a whole remained moveable. The method was found valuable in uterine 
retroflexion and in prolapse of the ovary into the pouch of Douglas. J..H.F. 


The Operative Treatment of Inflammatory Adnexal Affections. 

Fromm, Nirnberg (Beitrdge z. kl. Chirurgie) reports upon the results of 200 cases 
in the City Hospital at Niirnberg. These cases included 94 of pyosalpinx, of which 
44 were dealt with by operation, and a special feature of his report consists in the 
permanent results of the operations, all of which were by the abdominal way. The 
results of subsequent examinations were on the whole so very satisfactory, that the 
surgical treatment of adnexal inflammations appears to be much more successful than 
has been frequently asserted, and though Fromm advocates the most conservative 
measures possible, he considers that for certain cases, especially in women of the 
working class, surgical treatment is indispensable, and recommends that an expectant 
attitude should not be persisted in too long, especially in serious affections leading to 
exhaustion. Operation in the acute stage, is to be avoided in every way possible, for 
even in cases presenting an indicatio vitalis, the prognosis is far from hopeful. Fromm 
holds that radical extirpation of uterus and adnexa is seldom necessary ; that in nearly 
every case an effort may be made to limit the removal to the diseased organs with the 
preservation of, at all events, part of one ovary still capable of its function, and that 
it is only by the abdominal way that such discriminating methods of operation can 
be carried out. 


Inflammatory Tumour of the Omentum. 

J. P. Haperern, Budapesth (Deutsche m. Wcehns., 1908, No. 48), reports a case 
in which, after an operation for an incarcerated inguinal hernia, a large tumour devel- 
oped between the navel and the symphysis, which, lying within the peritoneal cavity, 
was extensively adherent to the intestines, and from a test incision was found to 
consist of granulation tissue for the most part, which in places had become cicatricial. 
Removal of the tumour could not be attempted. Subsequently an abscess developed 
(staphylococcic) but rapidly disappeared. The tumour was analogous to the circum- 
scribed inflammatory growths of the omentum, described by Braun, which after the 
ligature of inflamed omentum, may be set up by the irritation of the suture material. 


The Diagnosis of Ruptured Salpingitis and Tubal Pregnancies. 
N. Arwanasescu (Revista de Chirurgie, 1908, No. 7) considers that the differential 
diagnosis between rupture of a salpingitis and rupture of a tubal pregnancy is 
generally an easy one when the symptoms are well marked and the anamnesis is 
available. But this is not usually the case, and the surgeon is summoned when delay 
is dangerous and immediate interference must be attempted. The diagnosis therefore 
is often delayed, especially when a subacute peritonitis complicates a tubal pregnancy 
the bleeding from which has already ceased, and the peritoneal symptoms are 
becoming manifest. On the rupture of a salpingitis there is generally an acute 
infection of the peritoneum, and the symptoms of peritonitis become prominent, 
while on the rupture of a tubal pregnancy the signs of internal hemorrhage are those 
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forced on our observation, yet even then the aspect of the malady is complicated 
by peritoneal symptoms. As a rule leek-green vomiting, the facial expression and 
the restlessness of the patient, are characteristic of rupture of a salpingitis, with which 
there is often fever also. A tympanitic note is elicited all over the abdomen, while 
on the rupture of a pregnancy the percussion note over the undermost parts is dull. 
Athanasescu does not allude to the condition of the breasts which in many cases, and 
quite early, often gives most valuable indications. Sometimes even in the fifth week 
of pregnancy, a drop of fluid may be pressed out and slight pigmentation of the 
nipples be ncticeable. 


Treatment of Extra-Uterine Pregnancy after Tubal Rupture or 
Abortion. 

Trevs, Amsterdam (L’Obstétrique, October, 1908), pleads for delay; cases of 
sudden fatal hemorrhage are rare, and if death does not occur within two hours of 
the rupture, the patient will probably recover without operation though surgical 
interference may be indicated after some weeks should symptoms of suppuration be 
present. Treub supports his thesis by figures collected in Holland as well as by his 
own experience. E. H.L. 0. 


Abdominal Pregnancy of Eleven Months Duration. 


Dgranp and Laroxenne (Zentralb. f. Gyn., 1908, No. 46, S. 1519) report the 
following case: In a woman, aged 23, menstruation was omitted for the first time 
two years after her marriage, and as her abdomen enlarged she thought herself 
pregnant. After six months menstruation became established again, and her abdo- 
men decreased in size without any symptom of abortion. For the next three years 
her menstruation was regular, but from February, 1907, she had amenorrhea and 
her abdomen increased in size: she never had any signs of abdominal bleeding. 
Since the beginning of 1908 she had been under the authors’ observation very unwell 
generally with slight fever and pronounced loss of strength. A tumour filled with 
fluid could be felt in the pouch of Douglas pressing the collum up against the 
symphysis. Its relation to the uterus could not be defined. It was incised from the 
vagina and the presence of a foetus was then detected and, as the patient’s fever 
became more marked, the uterus with the firmly adherent foetal sac was removed by 
an abdominal operation. The foetus was fully developed without malformation and 
was embedded in the abdominal cavity under adhesions. No explanation for the 
first six months’ amenorrheea is suggested. 


Simultaneous Intra- and Extra-Uterine Pregnancy. 


L. Mitxer (I.D., Erlangen, 1908, Zentralb. f. Gyn., S. 1292) reports: A woman, 
aged 31, in the ninth month of her eighth pregnancy was admitted into hospital 
in labour, her medical attendant having discovered that a tumour was impeding 
delivery. While she was being prepared for operation a male child, 46 cm. long and 
2205 gramms in weight, was born. The uterus contracted well but behind it a 
tumour could be felt which, as foetal heart sounds could be heard in the abdomen, 
was taken to be an extra-uterine fcetation. Laparotomy was performed at once and 
a living male child, 47 cm. long and 2450 gramms in weight, was extracted. The 
fruit sac, formed by the right ovary, was extirpated together with the perfectly 
intact tube. Recovery was uninterrupted, mother and child were discharged well. 
The author does not agree with Werth that in all cases of ascertained extra-uterine 
gestation an operation should be performed at once in the interests of the mother 
and without regard to the life of the child, but would send all cases of advanced 
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ectopic gestation into hospital where they can be kept under observation and operated 
upon at any moment. Moreover when the mother is incurably diseased, he would 
always in cases of advanced ectopic gestation defer operation as long as possible in 
the interest of the child. 


Hyperemesis Gravidarum complicated by Korsakoft’s Psychosis. 

ALEXANDROFF, Moscow (Monats. f. Geb, u. Gyn., Band xxviii, Heft 5), reports a 
case of polyneuritis with psychosis developing in a primipara in connection with 
uncontrollable vomiting. The loss of memory for recent events, confusion in her 
conceptions of her environment, weakness of her limbs, pains in her muscles, contrac- 
tions in the legs, pains along the nerve trunks (nn, peroneus and tibialis) and the 
loss of patellar reflex, all pointed to Korsakoff’s psychosis. A£tiologically an intoxi- 
cation is suggested, in its effects resembling phosphorus poisoning. The slightest 
signs of affection of the nervous system associated with hyperemesis gravidarum 
indicate the artificial termination of the pregnancy. 


Appendicitis and Pregnancy. 

J. Hasan, Vienna (Wiener kl. Wcehns., 1908, No, 47), reports two cases, both 
terminating satisfactorily, which show how very complex and difficult it may be to 
determine the indications in regard to surgical measures in cases of pregnancy com- 
plicated by appendicitis—according to the relative stages of the pregnancy and the 
appendicitis. Henkel formulates the following principles: In pregnancy with slight 
appendicular colic without peritoneal symptoms, armed inactivity is justified. In 
severe appendicular inflammatory trouble, even without suppuration, operation is 
indicated, and may not interrupt the pregnancy: but at term the uterus should be 
emptied in the first place. The most complicated cases are those in which peritonitis 
is present, and in which accouchement forcé is indicated either by dilatation of the 
cervix, or by vaginal or extra-peritoneal hysterectomy, according to the peculiarities 
of each case. Abscesses in the pouch of Douglas should be opened from the rectum. 


Intermittent Hydronephrosis in connection with the Genital 
Affections of Women. 

Sicmunp Mrraseav, Munich (Zeitschrift fiir gyndkologische Urologie, 1908, Band 
1, Heft 1), reporting various illustrative cases, discusses the symptoms and diagnosis 
of this disease and its connection with genital affections. Menstruation, he points 
out, has in all cases a noticeable influence as it frequently elicits attacks of pain. The 
wtiology is very variable; nephroptosis is usually a consequence, not a cause, of 
hydronephrosis. Intermittent hydronephrosis may, from secondary infection, pass 
into pyonephrosis; permanent displacement may lead to cystic kidney. 


The Pyelitis of Pregnancy: 

Watrter Srorcket, Marburg (Zeitschrift fiir gyndkologische Urologie, 1908, Band 
1, Heft 1), reporting the histories of many cases of disease and labour, discusses the 
diagnosis and treatment of the pyelitis of pregnancy. One must, he says, to avoid 
disagreeable surprises, examine the urine of every pregnant woman with fever or 
pain in the abdomen or back, very carefully for the presence of pus or bacteria, and 
very often the diagnosis cannot be established without the help of cystoscopy and 
catheterization of the ureters. In slight cases mere rest in bed may be sufficient 
treatment, but if in spite of absolute rest, urotropin, helmitol and benzoate of soda 
the fever and pain do not disappear in a few days, the catheterization of the ureters 
and perhaps the irrigation of the renal pelvis must be resorted to, 


ENGELHORN (Muenchener m. Wchns., 1908, No, 50, S, 2631) reports two cases 
from the Frauenklinik at Erlangen, and after reviewing the various ways in which 
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the affection may originate (by the lymphatics, ascending or descending infection) 
declares he is a decided believer in the ascendence of the germs, though admitting 
that this is not yet clearly proved. Support is given to his view by the fact that 
cystitis often exists in pregnant women without giving rise to the least trouble. He 
has himself investigated the urine in the bladder of 35 pregnant women and found 
that, except in 14, it was not sterile; in the other 21 he detected bacteria, staphy- 
lococci in 4, streptococci in 4, and the bacillus coli in 18; 10 of these 21 cases had 
signs of cystitis. The treatment should be as conservative as possible, having equal 
consideration for the lives of the mother and of the child (diet, rest in bed, lying on 
the side not affected, washing out the renal pelvis). Not until these means have 
failed should more active steps be taken, and even then the termination of pregnancy 
(even when the child is not yet viable) is to be preferred to nephrotomy, for ex- 
perience has proved that spontaneous abortion frequently follows the latter method. 
In both the cases reported the B. coli appeared to be the infective agent, and all 
symptoms of the disease promptly disappeared when the uterus was emptied. 


Pyelonephritis of Pregnancy. 

FriepricH WEINDLER, Dresden (Gyndkologische Rundschau, 1908, No, 22), reports 
two cases of pyelonephritis in pregnancy :— 

(1) A primipara, aged 24, with gonorrheeal cystitis which but slightly affected her 
general condition, recovered under copious irrigation of the urinary tract, and had 
a normal labour and childbed. 

(2) A primipara, aged 26, two or three weeks before term, was attacked with 
rigors, fever and maddening pain in the back; her brain was affected and the 
abdomen and both renal regions were extremely tender. Her urine increased in 
quantity, had a specific gravity of 1,021, contained little albumen, but red and white 
corpuscles, a few hyaline cylinders, epithelium from the renal pelvis and streptococci. 
Labour came on prematurely and a live child 51 cm. long and 3,080 gramms in 
weight was delivered by forceps; profuse hemorrhage followed: In the puerperium 
her temperature once rose to 39°4, her pulse to 124, but she slowly recovered under 
the administration of urotropin. Weindler recommends that even in the most serious 
cases of pyelonephritis expectative treatment should be given a fair trial. 


The Treatment of Pyelonephritis of Pregnancy. 

M, A. Brrinpgav (Ze Bulletin Medical, 1908, No. 90) concludes :—(1) That the 
pyelonephritis of pregnancy is more common than is usually supposed and that 
though it is to be regarded as a serious complication it does not often threaten 
life. (2) Medical treatment suffices in the majority of cases and should be 
directed at ensuring diuresis and diminishing as far as possible the septicity of 
the digestive and urinary organs. (3) Surgical interference—nephrotomy or nephrec- 
tomy, is very rarely required but may be indicated by persistently raised tempera- 
ture, when the lesion is localised to one side, and there is marked deterioration of 
the general condition. (4) Interruption of the pregnancy should be avoided if 


possible, but may be necessary if medical measures have failed, and both kidneys 
are involved. J. A, W. 


Hydrorrhea Gravidarum Amnialis. 


R. v. FevrensBerG, Bern (Zentralb. f. Gyn., 1908, No. 47), reports :—A quartipara, 
aged 30, in the 24th week of her pregnancy had a watery discharge which continued 
without ceasing for 94 days. The foetus then died and was prematurely delivered 
after version as it was lying transversely. It was macerated and hydrocephalic. 
Although there had been no hemorrhage, von Fellenberg considers that the diagnosis 
of hydrorrhwa amnialis was indubitably correct. In nearly all the recorded cases the 
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foetus has presented the breech, and there has been a placenta marginata or circum- 
vallata, anomalies which he considers secondary to the hydrorrhea. Treatment seems 
to be useless. 


The Autotoxaemia of Pregnancy. 

H. L. Reppy (Montreal Med. Journ., 1908, No. 11, p. 817) considers the diminu- 
tion of the output of urea to be a very useful indication of the degree of toxemia 
of the patient. Taking 470 grms. of urea as the normal output per diem he finds 
that a very large number of pregnant women excrete far less than this. By appro- 
priate treatment the urea output may be increased, much to the benefit of the 
patient, for most of the minor maladies of pregnant women are to be considered as 
evidence of toxemia. By estimating the amount of urea eliminated by the patients 
waiting in the Women’s Hospital, Montreal, eclampsia has been abolished. 

J. A. W. 


The Bio-Chemistry of the Placenta. 

Epmunp Fatx and Brercett (Muenchener m. Wochns., 1908, No. 48, S, 2259), in 
the course of researches as to the origin and localization of albumen-splitting ferments 
in the placenta, found that the particular one, first discovered by Bergell and Liep- 
mann, which breaks up the connection of tyrosin with peptone lies entirely within the 
cells and therefore cannot be washed out as long as the cells of the placenta remain 
uninjured. This ferment is present in sufficient quantity for the formation of all the 
albumen in the fully developed child. The placenta, accordingly, is designed to 
regulate the metabolism of the foetus. 


The Poisonous Action of the Placenta. 

Freunp and Mour, Halle (Muenchener m, Wochns., 1908, No. 43, S. 2259), hold 
that, both clinically and experimentally, placental auto-intoxication is the best founded 
of all the theories about eclampsia. Experimentally, however, all that can be proved 
is that the juice extracted by pressure from any highly organized gland has a toxic 
effect and the toxic materials have not yet been chemically defined. Freund and 
Heubner have demonstrated that even the finest fragments of plasma have poisonous 
effects. The clinical and anatomical evidence seems to show that in eclampsia we 
encounter a general intoxication. The affection of the blood (toxigenous icterus, 
general hemorrhagic diathesis) indicates that in many cases of eclampsia a specific 
hemolytic poison is at work. From the examination of recent human placentas, Mohr 
and Freund have found that the active principle is a fatty one, oleic acid. Its 
inherent hemolytic power can be restrained by human serum, lecithin and cholesterin, 
in certain concentration. Thus for the first time a toxin from the placenta has been 
chemically defined and it has been shown that endogenous, and apparently harmless, 
material may, under some circumstances, set up serious pathological disturbances. The 
resorption of iron by the foetus out of the maternal placental blood, may be explained, 
biologically, in the same way. 


Eclampsism, and Eclampsia without Convulsions. 

Bar (Revue mensuel de Gyn. et d’Obstétr., 1908, No. 25) states that the first 
sign by which the intoxication which causes eclampsia manifests itself, is increased 
tension of the pulse, which in eclamptics may develop enormously in an extremely 
short time and, prognostically, is of great importance. If it afterwards rapidly 
relaxes this is a sign for a favourable termination. To this increased arterial tension 
may be attributed many of the symptoms associated with eclampsia, such as hemor- 
rhages into the brain or retina and hematemesis; perhaps also the hemorrhages in the 
liver. Another sign of intoxication is the amblyopia, which occasionally amounts to 
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amaurosis, and may be considered evidence of cerebral change. Headache also is a 
prodromal symptom, possibly dependent merely upon the intoxication and not upon 
any macroscopic lesion of the brain or nervous centres, yet sometimes due to hemor- 
rhage into the brain. Pain in the epigastrium in eclampsia is a symptom for which 
we find no adequate explanation; it may perhaps be due to the multiple hemorrhages 
into the walls of the stomach which may be found in eclamptics. The want of 
breath, which is frequently present, is due either to cedema of the lungs orto extreme 
hemorrhagic congestion supervening thereon. The psychical disturbances of eclamp- 
tic patients really constitute an eclamptic mania; they sometimes precede but, as a 
rule, come on after the convulsion. 

The cases without convulsions are the most peculiar; the women lie comatose or 
make unsystematized movements. The dyspnea may be extreme. Some women 
suffer from neuralgia in the facialis region, others from hallucinations. These are 
really eclamptic fits though unaccompanied by convulsions, 


Multiple Pregnancies in Double Uteri, with a report of a case of 
Uterus Didelphys containing a Simultaneous Full Term 
Pregnancy in each Uterus. 


C, F, Jevtincuans (Bulletin of Lying-in Hospital, City of New York, vol. v, 
No. 1, pp. 87—56) includes under the heading of double uterus the malformations 
caused by complete or partial absence of fusion of the fully developed Miillerian 
ducts. Thus :— 

1. Cases in which there is an external indication that complete fusion of the fully 

developed ducts did not take place. 
(a) Uterus didelphys. The middle third of each duct remains separate, 


developing into a complete organ. Both uteri, including their cervices, 
remain entirely separate from each other. 

(b) Uterus bicornis. Only the upper portion of each duct remains 
separate, the remainder always fuses externally while the septum 
internally may or may not disappear. If this septum should persist and 
extend as far as the external os, the condition of uterus bicornis bicollis 
is produced. Should the septum disappear or not extend to the external 
os the result is uterus bicornis unicollis. 

2. Cases in which there is no external indication that complete fusion of the fully 

developed ducts did not take place. 

(b) Uterus bilocularis (uterus septus). The ducts have completely fused 
externally, the fundus being of normal shape. Internally the septum has 
not been absorbed. If the septum persists as far as the external os the 
result is uterus septus bicollis, while if absorption of the lower has 
occurred uterus septus unicollis. 

In all three varieties the distal third of Miller’s ducts may or may not have fused, 
so that any one of the above varieties may be associated with a single or double 
vagina. Numerous theories have been put forward to explain these deformities, 
abnormal development of the recto-vesical ligament, foetal peritonitis, abnormally 
short and thick round ligaments, etc., have all been urged but never proved. It is 
conceivable that they might cause an uterus didelphys by preventing the approxima- 
tion of the Millerian ducts. But it would seem impossible that they could play any 
part in the formation of a uterus septus. Pick has suggested that a few stray cells 
have grown out from between the ducts and thus prevented their fusion. 

The author’s own case was as follows :—The patient was a multipara and had 
noticed that her abdomen was larger in this than in her preceding pregnancies. 
Nothing abnormal was detected until after the birth of the first child, when her 
attendant noticed that the right half of the abdomen remained large. Vaginal 
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examination proved the presence of two cervices : one in the middle line from which 
lochia was escaping and the other higher up and to the right admitted the tip of the 
finger with the membranes intact. The remains of an antero-posterior vaginal 
septum was noted. As no advance was made in spite of frequent pains, she was 
admitted to the Hospital. It was then found that the cervices were about two 
inches apart, and that they and the two corpora were entirely separate—uterus 
didelphys. The child was presented by the vertex, R.O.A., the head being above 
brim. Owing to the insufficiency of the pains it was decided to terminate labour 
artificially, the cervix was manually dilated, high forceps applied, and the child 
delivered. The third stage was normal. The author thinks the left uterus formed a 
distinct barrier to the descent of the child, which the ineffectual pains of the right 
uterus were unable to overcome, but it was noticed that during traction with the 
forceps the left uterus slid over to the left. Post partum it was found that both 
cervices were at the same level. After-pains were synchronous in both uteri. 

During the puerperium the patient suffered from mild sapremia, the result of 
infection of the right uterus. The lochia from this source was offensive, that from 
the left uterus remaining normal. Involution of the right uterus was delayed, the 
height of its fundus being from 3 to 4 cm, higher above the pubis than the left. 
The measurements were taken daily and are recorded in a table. 

Five months after delivery the patient was examined. Both uteri were found to 
be well involuted and of the same size, and the cervices about 14 cm. apart 
Menstruation had recurred, both uteri functioning simultaneously. Mother and 
children were in good health. 

Reports of fifty-two cases of pregnancy and labour in double uteri are published, 
and from them certain conclusions are drawn. 


1. Menstruation. Commonly both sides menstruate simultaneously. If one side 
becomes pregnant the other commonly ceases to menstruate. If both become preg- 
nant, and one aborts, there is usually no recurrence of menstruation in the aborted 
side. 

2. Frequency of multiple pregnancy. Apparently about 1 in 12 pregnancies with 
double uterus end in twins. In normal uteri the proportion is 1 in 89 (Meckel and 
Veit). 

8. Effect of variety of double uterus on multiple pregnancy. Out of the 52 cases 
the nature of the deformity of the uterus could be ascertained in 38, with the. 
following results :— 

Didelphys, 16 per cent. of total with multiple pregnancy. 

Bicornis, 50 per cent. of total with multiple pregnancy. 

Septus, 13 per cent. of total with multiple pregnancy. 

4. Influence of double uterus on multiple pregnancy. In a normal uterus about 
70 per cent. of multiple pregnancies reach full term. In double uteri multiple preg- 
nancies are unlikely to reach full term. But if one twin is expelled from a normal 
uterus the other rarely reaches full term; in a double uterus this is much more 
likely to happen. 

5. Influence of double uterus on labour and puerperium. Operative interference 
is frequently called for. Abnormal presentations are not uncommon, the delivered 
uterus sometimes acts as a mechanical barrier to normal delivery. If the placenta be 
situated on the septum of an uterus bilocularis severe post partum hemorrhage is to 
be expected. The morbidity of the puerperium is higher than in normal cases. 

6. Interval between births in double uteri with multiple pregnancies. At full 
term in nearly half the cases there was an interval of more than seven days between 
the two births. If one side aborted the pregnancy might continue in the other for 
any length of time between seven days and eight months. The cases in which both 
sides aborted usually did so within twenty-four hours. 
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7. Treatment. No special treatment is required, but if the first twin is not full 
term it is advisable to try narcotics in the hope that the other side may carry on 
to full term. The walls of a double uterus are usually thinner than those of a 
normal one, hence all manipulations should be performed with care for fear of 
rupturing the uterus. 


A full list of the literature of the subject concludes the article. J. A.W. 


The Prognosis and Indications for Hebotomy. 

JEANNIN and Catwata, Paris (L’Obstétrique, October, 1908), contribute a paper 
of nearly 70 pages to the discussion of this subject, as also the relation of hebotomy 
to symphysiotomy. They consider the prognosis in general under two heads—early 
complication and remote; under the former are hemorrhages, thrombus, lacerations 
of vulva and vagina, urinary lesions and finally infections. Hemorrhages are rare 
but are occasionally fatal; thrombus is more common and occasionally suppurates ; 
lacerations of the vagina are frequent and troublesome, especially if they communicate 
with the wound in the bone, thus producing a compound fracture in a region where 
the maintenance of asepsis is difficult. Urinary lesions may be functional, incon- 
tinence, and so on, or there may be lacerations; tears in the urethra are rare, but 
those of the bladder are unfortunately not uncommon and form a very grave com- 
plication, especially as they often lead to the last category of early complications, 
sepsis. Out of a large number of published operations not less than half had a rise 
of temperature, and of those which showed a grave degree of infection the cause 
was commonly a tear leading to the bone or a urinary lesion. 

Remote complications are rare, but occasionally there is difficulty in locomotion 
from incomplete osseous union; there may also be uterine displacement, but these 
might have resulted from an ordinary labour; urinary incontinence from paralysis of 
the sphincter has been recorded, as also persistent sciatica. Inguinal hernia has been 
noted, probably from making the section of the bone too far out and from permitting 
too wide a separation of the bones. 

The maternal mortality may be set down as about 5 to 7 per cent., while the 
foetal mortality is about 74 or, including those children who died before dismissal 
from hospital, the mortality is about 134 per cent. Obviously many of these children 
died of ordinary infantile troubles but some died of cerebral or meningeal hemor- 
rhage. The authors proceed to discuss these complications in connection with the 
different methods of operation, subcutaneous, or open section of the bone, section 
close to the symphysis or to the obturator foramen, and also to compare hebotomy 
with symphysiotomy. In their general conclusions, Jeannin and Cathala claim that 
hebotomy is a more satisfactory operation than symphysiotomy and should be 
performed by the open method, dividing the bone half way between the symphysis 
and obturator foramen. The operation is not to be preferred to Cesarean section 
except in cases where the conjugate vera is not less than 8$cm. Sepsis enormously 
increases the risk of the operation but where the woman does not seem gravely 
infected symphysiotomy is not so absolutely excluded as Cesarean section, for if the 
uterus be already infected Cesarean section leads to the risk of infecting the peri- 
toneum, while mere section of the bone does nothing to generalise an infection of the 
uterus. In these cases drainage of the wound is indicated imperatively and the 
authors recommend at least temporary drainage of the wound in all cases. Cases of 
grave sepsis should be treated by Cesarean section with removal of the uterus. 


E. H. L. 0. 


Three Cases of Hebotomy. 

J. Henrotay (Bulletin de la Société Belge de Gynéc. et d’Obstét., 1908) reports 
the following cases:—(1) A secundipara, aged 29, who had been in labour for 
two days, was admitted into the Maternity on December 2nd, 1905. Labour had 
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been induced at 8 months in her previous pregnancy. On admission her general con- 
dition was good. The cervix was nearly fully dilated, the head presenting in the 
first. position but floating above the brim. The diagonal conjugate measured 10 cm. 
The foetal heart was beating normally. Pubioctomy was performed after Gigli’s 
method, the corpus cavernosum being carefully detached from the pubic ramus before 
section of the bone. The child was then easily delivered with forceps. No damage 
was done to either bladder or vagina. The diameters of the foetal head measured, 
bi-parietal, 9 cm.; bi-temporal, 8; occipito-mental, 13°5; occipito-frontal, 12. The 
results were eminently satisfactory to mother and child. On the twenty-first day, the 
patient was allowed up and at the end of a month, when the patient left Hospital, 
she could walk easily and well, though slight mobility could still be detected at the 
site of division. Her next labour, a year later, was induced at eight months and was 
terminated by version, but the child succumbed on the following day, and the cause 
of its death is not stated. 

(2) The patient was a secundipara, aged 36, whose first confinement, a year pre- 
viously, had been terminated by a difficult forceps delivery of a dead child. Her 
pelvic measurements were as follows :—inter-spinous, 23 cm.; inter-cristal, 25 cm. ; 
external conjugate, 18 cm.; diagonal conjugate, 9°5 cm.; owing to the shape and 
inclination of the symphysis, the true conjugate was estimated at less than 8 cm. 
After discussion of the relative advantages of the induction of premature labour and 
of pubiotomy the latter method of delivery was decided upon. The child presented 
in the first position of the vertex. The operation was performed as in the previous 
case and presented no difficulty except that the hemorrhage was slightly more free, 
a few vessels requiring ligature. The child was delivered easily with forceps. The 
result was most satisfactory: the child, though artificially fed, gained weight and 
when the mother was seen three months later union of the divided bone was absolutely 
firm, 

(8) A primigravida, aged 25, was admitted into the Maternity in labour. She 
was of small stature and deformed. The diagonal conjugate measured 10 cm. ‘The 
head presented in the first position and was floating above the brim. Pubiotomy was 
performed and the child delivered with forceps. As in the previous cases the result 
was eminently satisfactory as regarded both mother and child. In closing the wound, 
Henrotay employs three through and through sutures to bring the periosteum and 
superficial structures together, and, if necessary, a few Michel’s clips to adjust the’ 
edges of the skin wound. A wisp of gauze is inserted in the lower angle of the 
wound to ensure drainage; a T bandage is then applied to keep the dressings in 


position. Lastly, the pelvis is fixed by Pinard’s method and the knees are always 
kept together, J.A.W. 


Caesarean Section. 


R, E. Wesster (Montreal Med. Journ., vol. xxxvii, No. 11, pp. 821—825) reports 
four cases of Cesarean section for the following complications of pregnancy and 
labour : one for a fibroid filling the pelvis; two for contracted pelvis; and one for 
rupture of the abdominal wall and escape of abdominal contents. J. A. W. 


Extraperitoneal Suprasymphysary Hysterotomy. 

JaHREISS (Muenchener m. Wehns., 1908, No. 52, 8. 2711) recently reported a 
case of extraperitoneal Cesarean section to the Augsburg Medical Society. The 
patient, a 39 year old primipara had a flat ricketty pelvis with a conjugata vera of 
8:25 cm. The membranes had ruptured 18 hours previously, but in spite of strong 
pains the child’s head remained above the brim, presenting in the second anterior 


parietal bone position. Her temperature was 38'2; the foetal heart rate 160; the 
liquor amnii an intense green. 
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After Pfannenstiel’s transverse incision, the recti muscles, which were firmly 
connected, were separated, and the peritoneum was carefully detached from the 
bladder ; the plica vesico-uterina had been almost effaced. The peritoneum was then 
thrust off the lower uterine segment towards the cornua, and while the bladder was 
thrust downwards a longitudinal incision was made through the anterior wall, laid 
bare of peritoneum, extending several centimetres above the external os. The 
hemorrhage was moderate. An attempt to deliver the head with forceps having 
failed, it was expressed manually. The child was asphyctic but was revived. The 
placenta was removed and the incision in the uterus closed by interrupted suture 
with catgut; the peritoneum was drawn down and stitched to the top of the bladder. 
The recti were adjusted with a few interrupted stitches, and the incisions in the 
fascia and skin closed by sutures, 

Except for some rises in temperature in the first few days, which ceased upon 


the expulsion of some coagula, the mother recovered without trouble; the child did 
well. 


Impacted Shoulder ; Tonic Contraction of the Uterus, Successful 
Panhysterectomy. 

Ratpn WorrRatt, Sydney (Australian Medical Gazette, 1908, June), attended a 
woman in May, 1905, when two weeks beyond term in her first confinement; her 
urine was albuminous and eclampsia was impending. On his advice a bougie was 
introduced, and two hours later the membranes ruptured; labour pains came on 25 
hours after this and delivery of a dead foetus and manual extraction of the adherent 
placenta was completed in 18 hours more. Convalescence was uneventful. 

On January 20, 1908, the patient was two days past full term of her second 
pregnancy ; the movements of the foetus had not been felt for two days. Her urine 
was albuminous and again there were symptoms of impending eclampsia. At her 
urgent request, and with much difficulty owing to her extreme obesity, her doctor 
introduced a bougie at 9 a.m.; this came away at 9 p.m., and the membranes 
ruptured at 2 a.m. January 21st with slight pains and discharge of an abnormal 
amount of liquor amnii, but regular pains did not set in till 3 a.m. on January 22nd, 
25 hours after the rupture of the membranes; they became continuous in the after- 
noon when her temperature rose to 101°4, her pulse to 112. She was so fat that it 
was only after introducing his hand into the vagina under chloroform that the 
doctor diagnosed a cross birth, and at 7 p.m, sent for Worrall. He found the 
patient anxious, the abdomen very tender, the uterus tightly moulded about the 
foetus; the vagina (under chloroform) hot and dry. In the os, the size of a crown 
piece, the right shoulder was firmly impacted, the foetal head was in the right iliac 
fossa, the breech in the left, the back downwards and backwards. The os was 
dilated manually, but the lower limbs could not be reached and version was impos- 
sible. Persevering attempts were then made to decapitate until a cracking sensation 
felt, by the hand gave warning of impending rupture. Abdominal section was then 
determined on, with hysterectomy as the genital canal was evidently infected. The 
patient was taken in a hansom cab to the hospital and the operation begun at once. 
The difficulties were only those due to the patient’s extreme corpulence (she weighed 
164 stone). A quantity of turbid fluid was found in the abdomen. The uterus was 
removed unopened, the vagina carefully closed and covered with peritoneum, the 
ascitic fluid sponged out and the abodminal wound closed without drainage. The 
woman’s pulse was then 88 and never rose higher; convalescence was easy and 
uneventful, except for slight suppuration of the lower angle of the abdominal wound 
near some intertrigo between the folds of the fat parietes, and an offensive vaginal 
discharge for some days, but the temperature never rose above 100° F. A Roent- 
gengram of the foetus in utero is appended as well as a stereoscopic photograph of 
the specimen as removed. 


| 
i 
1 
i 
a 
q 
q 


Puerperal Infection 135 


Diffuse Thrombosis of the Mesenteric Veins in the Sixth Month 
of Pregnancy. 

Paut Bar, Paris (L’Obstétrique, October, 1908), records the case of a woman 
admitted to hospital in the sixth month of her second pregnancy. Two days pre- 
viously she was suddenly attacked by violent pain referred to the left hypochondrium. 
Vomiting, from which she had previously suffered, came on with extreme violence 
and the patient was soon in a state of collapse. On admission to hospital, she was 
found to have ascites of unknown origin. Her condition proscribed laparotomy, but 
Bar emptied the uterus and the patient died seven hours later. The autopsy revealed 
the existence of thrombosis of the mesenteric veins throughout the whole length of 
the small intestine. The diagnosis is obviously of extreme difficulty and the majority 
of cases must remain undiagnosed. The rapidity of the course of the case is what 
has been usually found, and in a case with so widespread a thrombosis treatment is 
impossible. Bar refers to cases where as much as 50 cm. of intestine have been 
removed. In the present case the bacillus coli was found in abundance in the 
thrombi and Bar suggests that this may have been the primary cause, as the bacillus 
coli easily passes through the intestinal walls, especially during pregnancy. 

E. H. L. O. 


Treatment of Puerperal Infection by Fixation Abscesses. 

Boissarp (L’Obstétrique, Oct., 1908) returns to this subject discussed by Fabre 
of Lyons, and already reported in this journal. The pus produced in the fixation 
abscess is sterile, as shewn by cultures, and Boissard has failed to find microbes in 
film preparation. The turpentine produces a local leucocytosis, a local “ white-blood- 
letting,” and if this reaction does not follow the injection the prognosis is bad. 
Boissard advises that this treatment should be adopted in every case of puerperal 
infection that does not yield rapidly to ordinary methods. The quantity to be 
injected is from 3 to 5 cc. in a single dose at one point, usually the outer aspect of 
the front of the thigh or in the front axillary line. There is no general reaction 
beyond the pain, which is often severe on the first two or three days; locally an 
abscess is formed, commonly in about six days, and may be opened on the eighth 
day, and the cavity washed out with water or hydrogen-peroxide. While recom: 
mending the turpentine treatment Boissard is careful to add that disinfection of the 
uterus and so on, may have had a large share in the cure of his patients. Four 
patients out of thirteen succumbed, E. H. L. 0. 


The Gonococcus as a factor in Puerperal Infection. 


B. Gurp Fraser (Montreal Med. Journ., 1908, No. 11, pp. 798—808). This paper 
is based on the results of bacteriological examination of the lochia of lying-in patients 
in the Montreal Maternity Hospital and of vaginal discharges from patients attending 
the Montreal General Hospital. 

Dihrssen, Bumm and other observers have pointed out that normal, vaginal, 
cervical and urethral mucous membrane is not attacked by the common pyogenic cocci, 
but that when the resistance of these tissues is lowered by an organism such as the 
gonococcus, other bacteria are enabled to gain an entrance and produce their charac- 
teristic lesions. It is in this way that cases of puerperal fever in patients upon whom 
no vaginal examinations have been made are to be explained. 

To establish this thesis two points must be made good. (1) The frequency with 
which the gonococcus is found in the vaginal secretions. Out of 113 cases the 
gonococcus was recovered 52 times. This group of cases consisted of 13 of acute 
vaginitis from 8 of which the gonococcus was recovered; in 36 subacute cases the 
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gonococcus was found in 22. In 44 cases of various pelvic lesions the organism was 
isolated in 22. These figures give some idea of the frequency with which the 
gonococcus is found in the genital passages of hospital patients. (2) The frequency 
with which the gonococcus is found in the lochia. To elucidate this point the author 
investigated the lochia of 20 cases of septic endometritis with constitutional disturb- 
ance. The gonococcus was isolated 5 times; in one instance pure and 4 times in 
association with a streptococcus. 

The author concludes that the gonococcus as a primary infecting agent plays a 
much more important part in the production of puerperal fever than is commonly 
believed and, as corollaries, that all cases of vaginal discharge during pregnancy 
should be viewed with great suspicion and that the greatest precautions should be 
taken in making any internal examination for fear of introducing secondary pyogenic 
organisms. J.A.W. 


Pemphigus Neonatorum. 

H. J. Scuwarrz (Bulletin of Lying-in Hospital, City of New York, vol. v. 
No. 1, pp. 1—21) describes an epidemic of this disease which occurred in the practice 
of the Hospital. There were twenty-seven cases in all; nine babies died, six as a 
result of the disease, and three from other causes. A full account of the pathology, 
diagnosis and treatment of the disease is given. J. A.W. 


Injuries in the New-born produced by attempted Artificial 
Respiration. 

Wm. Morean (Bulletin of the Lying-in Hospital of the City of New York, June, 
1908, P. 30) in this report gives abundant proof that some of the numerous methods 
of treating asphyxia neonatorum are liable to produce serious internal injuries unless 
performed with skill and judgment. Three cases are fully recorded. In two 
instances Byrd’s method of artificial respiration was performed with the result, in 
one case, that the anterior border of the lower lobe of the left lung was ruptured 
and 75 cc. of blood escaped into the pleural cavity. The second case resulted in a 
fracture dislocation of the body of the fourth dorsal vertebra. The child became 
paraplegic with great distension of the bladder. An operation was performed a few 
days later but the child succumbed. In the third case Schultze’s method was adopted, 
but despite its vigorous application death resulted two hours later. The autopsy 
showed pulmonary atelectasis, a patent foramen ovale, and a rupture of the upper 
surface of the right lobe of the liver, the peritoneal cavity being full of blood. 
Morgan suggests the following as a routine treatment for this condition. The child 
should be inverted and held in that position until respiration is established. Should 
respiration not rapidly start, the child should be separated, its mouth and pharynx 
should be wiped out and it should be then immersed in a hot bath and Sylvester’s 
method, alternating with Laborde’s (tongue traction), should be adopted, unless the 
attendant prefers gentle mouth to mouth respiration. The great importance of 
warmth and gentle perseverance are emphasised. J. A.W. 


A Case of Ectromelia with other Deformities. 

G. H. Kosmax (Bulletin of the Lying-in Hospital of the City of New York, June, 
1908, P. 22). The subject of this paper was a female monster of about 7 months’ 
gestation, its most striking feature being the complete absence of both arms. In 1837 
Geoffroy Saint Hilaire in his work on the abnormalities of the human fetus classified 
the deformities of the extremities as follows :—(1) Phocomelia, in which the arms 
and forearms, or legs and thighs, are incompletely developed or absent, the hands or 


Ectromelia 137 


feet being directly attached to the trunk; (2) hemimelia when, in addition to the 
above, the hands or feet are also rudimentary ; and (3) ectromelia in which all vestiges 
of the limbs are absent. The deformities may involve both upper and lower extremi- 
ties or a single limb alone may be affected. In addition to complete absence of the 
upper extremities this specimen presented many other abnormalities, a complete cleft 
palate and hair lip and absence of the left eye. At the level of the shoulder girdle 
the skin was perfectly smooth, not even a dimple indicating the site of the upper 
extremities. An x-ray photograph showed that both scapule and clavicles were laid 
down normally but that there was a complete absence of the humerus. Owing to this 
specimen being preserved in spirit, it was found impossible to examine the muscles 
and other soft parts of the shoulder. The pelvic girdle was normal, but the right 
femur was rudimentary and the right fibula absent. Such deformities as complete 
absence of limbs, or of bones, cannot be due to intra-uterine pressure or restriction of 
the growth of the foetus, but can only be ascribed to the lack of germinal substance. 
Two plates are given, one showing the external appearance of the specimen, and the 
other x-ray photographs of its skeleton. J.A.W. 
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“REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
Obstetrical and Gynecological Section. 
Meeting held December 10th, 1908, the President, Dr. Hersert Spencer, in the chair. 
Dr. Arnold W. Lea and Dr. E. J. Sidebotham read a paper on the 
BactTeRIA OF THE PUERPERAL UTERUS, WITH ESPECIAL REFERENCE TO THE PRESENCE OF 
STREPTOCOCCI, 
which appeared as an original article in the January number of this Journal. 


Fatus AND PLACENTA FROM A Case OF EXTRA-UTERINE PREGNANCY: OPERATION AT 
END OF FIFTH MONTH—RECOVERY. 


Mr. Alban Doran read notes of a case where a woman, et. 35, subject to irregular 
menstruation for three years, was seized on April 19th with acute hypogastric pain. 
A swelling developed in the left iliac fossa. When the patient was admitted into 
hospital on July 3rd the mass was found to be an oval, well-circumscribed cyst ; 
there was no milk in the breasts, and there had been no show of blood of any kind 
for several months. On July 10th Mr. Doran operated. He discovered a posterior 
tubo-ligamentary pregnancy, opened the sac and extracted a live foetus, the greater 
part of the placenta came away with it. The cavity of the cyst was firmly packed 
with gauze, and a purse-string suture passed round the cut edge of the cyst-wall to 
check hemorrhage, but not drawn tightly as the large intestine ran along the back 
of the cyst. The cut edge of the cyst was sutured to the parietal peritoneum. There 
were two fresh attacks of hemorrhage checked by pressure, and forty-eight hours 
after the operation the packing was removed. There was much fetid discharge for 
several weeks, but the hemorrhage never recurred. During the last week in 
November menstruation returned. Mr. Doran considered that, as there was always 
great risk of hemorrhage after operations performed late in ectopic pregnancy, the 
method which he had adopted was good surgery. 

Mr. Herbert Paterson communicated a case of 


EXTRA-UTERINE GESTATION 


in which operation was performed during the sixth month of pregnancy. The patient 
was a woman, xt. 29, who had suffered from abdominal pain for one month before 
her admission into the London Temperance Hospital in March of last year. In the 
right iliac region and extending to the level of the umbilicus was a smooth, rounded, 
fixed, tender swelling. The catamenia had been perfectly regular up to the time of 
admission. A few days after admission the patient became markedly jaundiced, but 
this lasted only for two or three days. The abdomen was opened, and after 
separating intestinal adhesions, much recent blood welled up, and a dark purple 
extra-uterine gestation sac was exposed. The sac wall was incised and the foetus 
rapidly extracted, the copious bleeding being temporarily checked by pressure of a 
hand inside the sac. The placenta, which was attached to the intestines and to the 
posterior wall of the uterus, was removed, and the placental site compressed by 
hand, while the cavity was tightly packed with gauze. The fcetation had occurred 
primarily in the right Fallopian tube, which was ruptured close to the uterus. A 
large rubber tube was placed in the cavity, which was re-packed tightly with gauze. 
No ligatures were employed. The foetus measured just over 6} inches, and weighed 
84 ounces, and the foetal circulation was active at the time of operation. For 48 hours 
the patient was extremely ill, vomiting frequently on account of intestinal paresis. 
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This was treated with repeated doses of calomel, and as soon as the bowels were 
opened the vomiting ceased and the patient rapidly recovered. Mr. Paterson re- 
ferred to a case which he had reported to the Society three years previously in 
which, owing to the use of ligatures inside the sac, a sinus had persisted for 18 
months. In the present case no ligatures were employed, and the drainage wound 
was soundly healed in a few weeks. He considered the important points in the 
treatment of such cases to be: (1) The avoidance of the use of ligatures inside the 
sac, which, as they are certain to become infected, greatly delay convalescence ; (2) 
the arrest of hemorrhage by gauze packing ; (3) the treatment of the intestinal paresis 
caused by the gauze packing by early and repeated doses of calomel; (4) the with- 
holding of morphia; (5) the use of continuous saline injection by the rectum, after 
the method introduced by Dr. J. B. Murphy. 

The President (Dr. Herbert Spencer) thought that the cases were of much value, 
since cases of extra-uterine pregnancy with living children in the second half of 
pregnancy were rare. Of three such cases which he had seen, only the last recovered. 
In the first he left the placenta behind, in accordance with the teaching of the time ; 
in the second he removed the placenta and membranes, and packed with gauze, but 
the patient died the same night of syncope. In the third he treated the case in the 
same way as the second, and recovery resulted. Mr. Paterson estimated the preg- 
nancy in his case as ‘‘in the sixth month,”’ the foetus only measuring 64in. The size 
usually given for an intra-uterine foetus of five calendar months old was 10in., and 
for one of six calendar months old 12in. He did not know of any tables giving the 
size of the ectopic pregnancy fetus, but it was important that the age of the 
pregnancy should be correctly stated, as the mortality was enormously increased in 
the second half of pregnancy. 

Dr. Amand Routh had no doubt that the vomiting was due to the irritation of 
the gauze packing. It came on as the anesthesia passed off, and persisted till the 
gauze was removed. He did not consider that vomiting coming on immediately after 
the operation should be treated by calomel, but rather by morphia, for so long as 
the gauze was firmly packed in the pelvis and the rectum thus mechanically 
obstructed, purgatives could not efficiently relieve. Drainage must be continued till 
the wound closed, if gauze packing had once been used. 


Dr. H. Macnaughton-Jones wished to call attention to the value of cyllin as a- 
preventive in those cases of vomiting in which there were toxic influences present 
through bowel complications. He gave it as a general rule in all cases in which such 
were to be apprehended, in minim doses, and in the palatinoid form. He should 
not like to give calomel in large and repeated doses when there was persistent vomit- 
ing, as in Mr. Paterson’s case. 

Mr. Alban Doran, in reply, observed that the vomiting caused by the packing of 
the cyst, which in his own case did not cease until the gauze was removed, was only 
what he expected. There was no difficulty in getting the bowels open in this instance 
directly the pressure of the packing was removed. The gauze packing checked 
hemorrhage, always imminent under the circumstances, whilst there was relatively 
little peril from the vomiting and obstruction. He admitted, on the other hand, that 
the free discharge and suppuration made convalescence tedious. 


The following specimens were shown :— 


Dr. J. H. Dauber : Hysterectomy for cervical fibroid during pregnancy. 

Dr. J. S. Fairbairn : Necrobiotic fibroid removed from a patient three months’ 
pregnant without interruption of pregnancy. 

Dr. Keyworth : Uterus and appendages from a fatal case of accidental hemorrhage 
showing intra-peritoneal bleeding from the Fallopian tubes. 

Mr. J. Bland Sutton : A case of diffuse adenomyoma of the uterus. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL SOCIETY. 


Meeting held at Manchester on Friday, December 18th, 1908, Dr. A. J. WALLACE 
(Liverpool), President, in the chair. 

Dr. Donald (Manchester) showed a broad ligament cyst of doubtful origin, having 
a squamous-celled lining. 

Dr. Fitzgerald exhibited a specimen of early unruptured tubal gestation. 

Dr. Lloyd Roberts (Manchester) showed a fibroid polyp of the uterus, undergoing 
extrusion, removed from a patient aged 39, primipara, who suffered from menorrhagia. 
Angiomatous changes in its structure were demonstrated microscopically. 

(2) A uterine fibroid undergoing cystic degeneration. 

Miss Frances Ives (Liverpool) communicated 


Casgs or Ectopic GESTATION. 
and showed the specimens and microscopical sections. 

(1) An early unruptured tubal pregnancy occurring in a young lady married 
15 months, who had an attack of pelvic pain 14 days after a normal menstrual period. 
The pain recurred ten days later, and per vaginam the right ovary was the size of 
an orange, and some thickening could be detected in the left Fallopian tube. Ab- 
dominal section revealed a patent left tube, in the ampullary portion of which a 
plum-coloured swelling, } inch in diameter, was situated. The left ovary was also 
cystic and was removed with the pregnant tube. The right ovary formed the larger 
cyst, but partial resection was possible, and healthy ovarian tissue was left near 
the hilum. Sections from the middle of the swelling showed the intra-muscular site 
of the ovum. 

(2) Serial sections of the Fallopian tube in a case of peri-tubal hematocele re- 
moved from a multipara who had had profuse irregular bleeding following a scanty 
period at the usual time. The undilated tube was found closely associated with a 
mass of blood clot at its fimbriated end. It was permeable throughout, except one 
spot, where the lumen was encroached upon by a small mass of organising fibrin 
and old blood clot due to either a tubal mole nearly absorbed or to an incomplete 
tubal abortion. No traces of chorionic villi could be seen. 

(3) A tubal mole without hxematocele occurring in a married woman aged 34, 
secundipara, in whom six weeks amenorrhea was followed by three weeks’ moderate 
hemorrhage. 

Dr. W. K. Walls (Manchester) brought forward a case of 


Rupture OF THE UTERUS. 


The patient, aged 32, was admitted to St. Mary’s Hospital, following an abortion, in 
the treatment of which dilatation of the cervix by tents and the evacuation of the 
uterus had been performed by her doctor. Several feet of small intestine, separated 
from its mesentery, protruded from the vulva. Laparotomy and _ end-to-end 
anastomosis was performed, but death occurred suddenly on the fifth day. At the 
autopsy primary healing of the bowel had taken place. 

Dr. Grimsdale (Liverpool) recorded the case of a patient, married at the age of 42, 
who consulted him a year afterwards on account of dyspareunia. The vagina would 
only admit the little finger, and that with some difficulty. Dilatation of the vagina 
was suggested but was not carried out. 

Nine months later she returned complaining of symptoms suggesting pregnancy, 
and on examination it was found that she was three months pregnant, the vagina 
now admitting the index finger with considerable difficulty. On several occasions 
during the pregnancy vaginal examinations were made, but the tissues continued to 
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be very rigid. After much consideration it was recommended that a Cesarean section 
would offer the best prospect to the mother and child. This was accordingly done 
at the full term with the best result. 

Dr. A. J. Wallace then delivered his 


PRESIDENTIAL ADDRESS, 


in which he reviewed briefly the recent tendencies to the adoption of conservative 
methods of treatment in cases of pelvic inflammatory disease in the female. Par- 
ticular reference was made to (1) the so-called Belastungstherapie, and (2) to the 
application of Bier’s hyperemic treatment to gynecological cases. | Hérrmann’s 
account of the striking results obtained in J. A. Amann’s Klinik was referred to 
in some detail. 


While admitting the favourable influence exercised by hot-air hyperemia in non- 
suppurative disease, it was necessary to recognize that the evidence up to the 
present time was in favour of surgical interference in cases of suppuration. 


After animadverting on the neglect of the gynecologist to take up the question 
of the prophylaxis of pelvic inflammatory disease, the address dealt with the relations 
between general surgery, obstetrics, and gynecology. The proceedings then 
terminated. 


REVIEWS. 


OPERATIVE Mipwirery. By J. M. Munro Kerr, M.B. (Glas.). Pp, 705. Illus, 294. 
Royal 8vo. London: Baillire, Tindall & Cox. Price 21/- net. 


No book on obstetrics published in this country within recent years has afforded us 
more satisfaction than this important work of Dr. Munro Kerr’s. It is the only 
exhaustive exposition of obstetric operative methods under modern conditions in our 
language and it is therefore especially welcome to teachers and workers in this 
branch of surgery, if only for the fact that it will obviate constant reference to” 
continental authors who have up to now been the only authorities available. 

Dr. Munro Kerr has drawn on a wide knowledge of the subject and an extensive 
clinical experience, and his attitude towards the various operative procedures is 
characterized by an absence of dogmatism and by a broad and judicial outlook on 
their possibilities. In his opening chapter he says: “The obstetrician must ever 
avoid taking up an extreme position and becoming a partisan for or against any 
particular treatment. Progress in obstetrics has been much retarded in all ages by 
those who have unfortunately adopted such an attitude. When one finds equally 
distinguished obstetricians holding absolutely different views, it is almost certain 
that the right is with none. Personally, I know of no recognized obstetric operation 
which has not its place and may not be practised with advantage under certain 
conditions, and I consider that obstetrics has been greatly advanced by the revival 
of symphysiotomy, by the introduction of Bossi’s metal dilator, and by vaginal 
Cesarean section.” This open mind in discussing methods of treatment is perhaps 
the most valuable feature in the book. 

The principles of surgical cleanliness are recognized as the basis on which all 
successful midwifery practice must rest, and, quite apart from the chapter specially 
devoted to this subject, their bearing on each individual operation is kept prominently 
in view. Another great factor in good obstetrical work—the avoidance of unnecessary 
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interference—is likewise emphasized. “. .. Nature in parturition, although follow- 
ing a certain course, refuses to be trammelled by hard and fast rules. It is 
important for the accoucheur to remember this, and to appreciate within what limits 
she may be allowed a free hand. The mistake is too often made of forgetting this 
and of interfering with Nature, when, with a little patience, it would have been 
unnecessary.” Later on these two essentials to good midwifery are brought out in 
speaking of the treatment of uterine inertia in the second stage of labour. “. . . the 
real trouble in private practice is that unusual delay is an inconvenience to the 
patient and those in attendance. The risk of infection in such cases is increased, 
largely because vaginal examinations are made at short intervals, with the object of 
ascertaining if any progress is being made. The dangers to the child and the soft 
parts of the parturient canal are not so great as generally imagined.” Great stress 
is also laid on a thorough examination of every case if it is to be recognized early 
that Nature is at fault and if complications are to be remedied. The accoucheur 
must never presume that labour is normal. “He must not be content until he has 
satisfied himself that it is not abnormal.” Special attention is directed to the 
limitations of the various operative procedures and warning given against attempting 
delivery by forceps or version in unsuitable cases and with the employment of 
unjustifiable force, 

The book is very conveniently arranged. The first half is taken up with the 
consideration of dystocia, the result of faults in the forces, of abnormalities affecting 
the foetus, and of abnormalities affecting the parturient canal. The second half 
begins with a chapter on “Preparations for Operation,” and is followed by the 
chapters on operations. Abortion, ectopic gestation, ante and post partum hemor- 
rhage and accidents to mother and child are considered in the last chapters. ‘lhe 
chapter on dystocia due to double monsters is contributed by Dr. J. W. Ballantyne, 
of Edinburgh, and there is an appendix on the measurement of pelvic diameters by 
Roentgen rays by Dr. Riddell, Medical Electrician to the Royal Infirmary, Glasgow. 

Dr, Munro Kerr has exercised a wise restraint in regard to the quotation of his 
own cases—a besetting sin among surgical writers and one that the physician has 
been more successful in resisting. In some of the later chapters there are interpolated 
in the text paragraphs of small print about Mrs. X——, who was seen in consultation 
with Dr. Y—— of Z——, and so on in the usual form, but on the whole the author 
has set an example of moderation in this respect which might with advantage be 
generally followed. It is in the chapter on ectopic pregnancy that he has allowed 
full licence to the case-recording habit; elsewhere cases are merely mentioned so as 
to strengthen and not to interrupt the argument. On the other hand we cannot 
speak too highly of the use he makes of his own results and of those of the Glasgow 
Maternity Hospital generally in appraising the value of the different operative 
methods. As instances we might mention his analysis of 230 cases of labour in 
contracted pelvis with a conjugate of 34 ins. and under, of 40 cases of placenta 
previa and of 14 cases of ruptured uterus, 

In so comprehensive a work it is not possible to notice more than a few of the 
details in special instances. The indications for interference in a prolonged second 
stage due to insufficiency of the forces are not very clear. The writer evidently 
feels the difficulty of giving more exact instructions, as he describes his position as 
“illogical.” We agree that it is illogical but for a reason other than those he gives. 
His rule that “prolongation of the second stage to several hours” is a sufficient 
reason for operative interference is very indefinite, but he defends his practice by 
saying that the human body is not a machine and cannot be treated as such, so 
why should he have suggested reference to the clock as a means of judging when the 
time has come for assistance? “The temperature and pulse may be very considerably 
disturbed during labour and even before labour commences, or they may respond 
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slowly to the irritation of labour. As regards the child, my experience is, that if 
one waits till the foetus shows signs of circulatory disturbances, it will, when 
delivered, be more asphyxiated than was expected.” At the same time early inter- 
ference is deprecated, unless there is some decided indication for it in mother or 
child, for it is the cause of so many of the minor ailments which follow parturition. 
It may be that Dr. Munro Kerr considered this subject one which is discussed 
fully in the ordinary text-books and is not so suited to a treatise on operations, but 
considering that this is by far the commonest indication for the forceps operation 
in ordinary practice we regret that he has given so little space to it. The tempera- 
ture, pulse and foetal heart are important but there are other factors: the depth of 
the head in the pelvis and the character of the pains in the earlier as well as in the 
later part of the labour have to be taken into consideration as well as the number 
of hours that the second stage has lasted. 

Dystocia as the result of abnormalities affecting the foetus is very well done and 
we are pleased to notice that axis-traction forceps is advised in mento-posterior 
cases before proceeding to perforation, as rotation frequently occurs when the head 
is not impacted. 

The chapter on deformities of the pelvis is undoubtedly one of the most interest- 
ing in the book. In considering the treatment of contracted pelvis, the degrees 
of contraction are divided into minor, in which the conjugate is over 3$ins., medium, 
in which the conjugate is between 3 and 83, and major, in which it is under 3. 
It is in the medium degrees in which the greatest consideration must be given to 
the method of treatment to be adopted, and in regard to this the author is very 
emphatic about the error of basing the treatment in such cases solely on the size 
of the conjugate at the brim. “It .is absolutely essential to base the treatment 
upon the relative size of the foetal head and the maternal pelvis, for in cases 
in which by pelvimetry the pelves are the same, sometimes one operation, some- 
times another, will be found best.” The division into degrees is a very con- 
venient one and the minor degree is soon dismissed as one in which spontaneous 
delivery or forceps always results in a satisfactory termination. In regard to the 
other two divisions a table of 230 cases is given. In these 230, induction of labour 
was done in only 23 cases and with the high fcetal death rate of 37 per cent., so 
that it is not surprising that the author is not enamoured of this method. Reference 
to the chapter on the induction of labour shows that great care was taken in the- 
selection of cases. A more detailed analysis of the cases is given (in which, however, 
22 only are quoted, instead of 23 in the first table) and shows that with a conjugate 
of 3 ins. the foetal mortality, early and late, was 44 per cent., with a conjugate of 
34 ins, 33 per cent., and with a conjugate of 34 ins. 25 per cent. These figures 
lead the author to exclude this treatment in all cases with a conjugate below 34 ins. 
while for those with a conjugate above 34 ins., he considers that forceps will give 
as good results: the forceps mortality in cases in which the conjugate is below 
34 ins., is very high (30 per cent.), but down to and including 34 ins, the mortality 
is only 10 per cent. The contrast proves that induction of labour has a very limited 
application and will not tend to raise it out of the discredit into which it has fallen. 

The percentage of craniotomies is high, over 27 per cent., but this is no doubt 
explained by the number of cases brought into hospital with the child already dead ; 
the maternity mortality is also high, 12°6 per cent., showing that many cases were 
infected before admission. This is evident from the strong line taken up as to the 
advisability of Cesarean section or craniotomy in cases with a living child admitted 
after efforts at delivery have been made outside. The results of Cesarean section in 
such cases in Glasgow have been so disastrous that Dr, Munro Kerr’s rule is always 
to perform craniotomy unless the deformity of the pelvis is so extreme as to render it 
dangerous or impossible. In 53 cases of Cesarean section the maternal mortality was 
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9°4 per cent, (in another table 62 cases are given with the same number of deaths 
reducing the rate to 8 per cent.), and in 2 of the fatal cases the patients were 
probably infected before admission. In all statistics of this operation the cases 
operated on without previous interference ought to be separated from the others. 
The risk in the two is quite different. 

In the section on anaesthesia, chloroform is the only general anesthetic considered, 
and Dr. Munro Kerr is very decided as to its influence in inhibiting retraction of the 
uterus and thus favouring the occurrence of post partum bleeding and retention of 
the placenta and membranes. Spinal anesthesia is favourably spoken of but no 
mention is made of scopolamin-morphia injections. Symphysiotomy is strongly 
advocated and a table of results from British and Colonial operators is given 
(including 9 cases of the author’s), with a very small maternal and foetal mortality. 
Pubiotomy with the Gigli saw is escribed, but the writer is not convinced that the 
operation is a better one than symphysiotomy. The account of rupture of the 
uterus is very complete and contains an account of an interesting case of rupture 
through the scar of a Cesarean section wound, which was recorded in this “ Journal” 
some years ago. In the symptomatology before rupture no mention is made of the 
condition of extreme irritability of the uterus caused by repeated efforts at extrac- 
tion, in which contractions occur whenever any manipulation is attempted. We have 
seen cases of this kind where persistence in efforts to deliver has resulted in rupture. 
The dread of rupture in such cases urges the attendant to further manipulations, 
which only increase the danger. The proper treatment is to give morphia and leave 
the uterus time to quiet down before attempting to deliver. The addition in the table 
of the author’s fourteen cases is faulty for the number of deaths ought to be 6 not 3. 

The operations are well and clearly described. The author has some curious 
defects of style which are anything but pleasing. One of the worst of these is the 
constant use of a very ugly expression, of which we might quote instances on two 
successive pages: “the instrument should be had recourse to only when the head is 
fixed,” and “some other treatment must be had recourse to.” The book is very well 
produced and the type is excellent. Many errors have escaped correction in the 
proof reading, mainly those of proper names, all of which will no doubt be put 
right in a new edition. References are always the most difficult items to get 
perfectly accurate and where so many are given, errors are sure to creep in. It is 
so important to have references correct if they are to be of any value, that we trust 
the author will carefully check them for a future edition. There are several evident 
mistakes in the references at the bottom of p, 428. The one to Couvelaire (in the 
text erroneously Convelaire) should surely be Annales and not Cent, de Gyn., and 
the one immediately above to the “Cent, f, Geb. u. Gyn.,” is also obviously incor- 
rect. The original illustrations are very good and add greatly to the value of the 
book. Quite an amusing error has occurred in the case of fig. 291, “ Clearing the 
Air-Passages of the Child at Birth,” for it has been printed upside-down, and the 
appearance of the asphyxiated child standing erect in the hand of the accoucheur 
with hands upraised above its head, and apparently biting in rage the little finger 
clearing its air-passages, gives anything but an impression of its being in need of 
assistance, 

We bave already expressed our high appreciation of Dr. Munro Kerr’s work 
which does great honour to him and through him to the great obstetricschool of 
Glasgow. It has appeared at an opportune moment, for the time was ripe for a 
treatise on Operative Midwifery after the great developments of last two decades, 
We congratulate the author both on having seized the opportunity and on having 
made so excellent a use of it. 
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